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I am glad to acquiesce in the request of the Council to open this 
discussion, for after my visit to the Congress at St. Petersburg I 
realize fully the difficulty of the question. Obstetricians in every 
nation of Europe are seeking to find an operation which will save the 
lives of infected cases. The ideal operation would be one which is 
free from the foetal mortality of craniotomy, from the maternal 
mortality of classical Cesarean section, from the morbidity of pelvi- 
otomy and extra-peritoneal Cesarean section, and from the sterili- 
zation which accompanies all forms of hysterectomy. 

Let me first draw attention to Table I, which shows the enormous 
difference between the mortality of the “clean” and the “suspected” 
cases. 


TABLE I.—SHOWING THE MORTALITY FOR CA‘SAREAN OPERATIONS FOR CONTRACTED _ 
PELVIS WHERE DETAILS ARE GIVEN AS TO POSSIBLE INFECTIVITY (1891 























TO 1910). 

Condition Cases | “feathe | ‘mortality 

A “Notin Labour” ... Pre as 245) 9 36 

“Clean” 469 jie 
B* In labour, membranes intact... 224 | 5 22 
C In labour, membranes ruptured... | 166 18 108 
‘Suspect ” ’ 

” D Frequent examinationsorattempts | \a 173 

at delivery - we en Oe 22 343 

* 'B, or “onset of labour,” or ‘‘in labour but in hospital some days.” 


It will be seen that the cases in Groups A and B had a death-rate 
of only 29 per cent., whereas in Groups C and D the mortality was 
17°3 per cent. In Group D the death-rate was as high as 34:3 per 
cent, (22 deaths in 64 cases). 


* Read in opening discussion at Obstetrical and Gynecological Section, Royal 
Society of Medicine, February, 1911. The discussion will appear in the Society’s 
Reports in the next number of the Journal. 
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Realizing the risk of classical Cesarean section in “suspect” and 
septic cases, obstetricians have been continually inventing alterna- 
tive operations. For a time Porro’s operation (1876) held the field, 
though it was not originally employed especially for septic cases, 
but as a routine operation. Its success in reducing the death-rate 
from 88 to 55 per cent. was due first to the fact that there were faults 
in the operation of Cesarean section as then performed, and secondly 
to the fact that the large majority of cases of labour with contracted 
pelvis at that date had previously had attempts of all sorts made to 
deliver them so as to avoid the enormous mortality of Cesarean 
section, and as a result they were in most cases already septic. 

To avoid craniotomy the Sigaultian operation of symphysiotomy, 
first performed in 1777, was revived in 1866, but its post-operative 
morbidity has prevented it being largely adopted in this country. 
At a later date pubiotomy was strongly recommended, even in septic 
cases, and to avoid the obvious risk of opening up the cellular tissue 
and dividing the bone, subcutaneous methods were adopted. 

It soon became evident to most operators that pubiotomy or sym- 
physiotomy, however suitable for moderate degrees of pelvic con- 
traction when the patient was aseptic, became dangerous to life, or 
was accompanied by enormous morbidity during convalescence, if 
the patients were septic. To avoid, therefore, the alternatives of 
craniotomy or Cesarean hysterectomy, foreign obstetricians have 
endeavoured, during the last three or four years, to extract the child 
without the peritoneal cavity being involved in the operation. In 
this so-called extraperitoneal Cesarean section some operators 
endeavour to strip off the peritoneum from the lower uterine segment 
without opening the peritoneal cavity—true extraperitoneal Cesa- 
rean section. Others, realizing that that is frequently impossible, 
or may involve injury to the peritoneum, prefer to open the peritoneal 
cavity and then to incise the visceral peritoneum where it is most 
loosely applied, usually at the point of overlapping of the bladder 
and uterus, and to strip off some of the peritoneum and stitch it 
temporarily to the parietal peritoneum at the margins of the abdo- 
minal wound. This is usually called the transperitoneal Cesarean 
section. 

Sellheim, believing that all the extra- and transperitoneal 
cervical Cesarean sections are dangerous in infected cases, has more 
recently advocated the formation of a utero-abdominal fistula in 
cases of undoubted infection, details of which I need not describe 
here. This operation may help to save lives in septic cases where 
primary union of the uterine wound fails, and in a case of my own 
(1045) in 1909, I have no doubt that a utero-abdominal fistula, which 
accidentally formed, was an important factor in saving the patient’s 
life. In that case many attempts had been previously made to 
deliver by forceps, but by such experienced accoucheurs that I hoped 
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infection was absent. When the child was extracted by Cesarean 
section I found the head abraded, and in a few days septic sloughs 
and abscesses appeared both on the child’s head and over the abdo- 
minal wound, and a utero-abdominal fistula developed. Three 
months afterwards appendicitis supervened, and when the appendix 
was removed by Mr. Stanley Boyd the fistula was closed. 

All extraperitoneal operations are difficult, and there is no 
finality in the technique, which has to be varied according to the 
difficulties experienced. Though these operations were originally 
intended for septic cases the opinion is steadily gaining ground, 
even on the Continent, that in such cases it is a dangerous proceed- 
ing. It is obvious that it must be so, and the caution of the British 
obstetrician in refusing to recognize the operation as at present 
performed is abundantly justified. The disadvantages of the 
operation in septic cases may be enumerated as follows : — 

(1) The uterus, with its large placental site, its decidual surface, 
and its incised wall, is retained as a channel for infection. 

(2) The peritoneum is bruised, and when stripped off from its 
subserous attachments necessarily loses to a large extent its blood 
supply, and is liable to become less resistant to septic processes. 

(3) The under surface of the peritoneum, thus to some extent 
devitalized and injured, is during the operation constantly in contact 
with any septic germs present in utero. As a result, a large percen- 
tage of the fatal cases die of peritonitis. 

(4) A large area of connective tissue is opened up and exposed to 
infection. 

(5) The bladder, if stripped off, may remain displaced, and as a 
result of adjacent cellulitis may become inflamed and adherent in 
an unsatisfactory position. 

(6) The resulting cicatrix, according to Bumm, is unfavourable, 
for it distorts the neck of the uterus forwards and causes retroflexion 
of the body, making a repeated operation difficult. 

At the recent International Congress of Obstetricians at St. 
Petersburg there were three rapporteurs besides myself: Bumm, of 
Berlin, Brandt, of Christiania, and Pestallozza,of Rome. All agreed 
that the present methods of dealing with “suspect cases” and 
“infected cases” were unsatisfactory, and I will briefly quote their 
opinion, together with the opinions of those who joined in the discus- 
sion. It will be observed how doubtful or even hopeless, and also 
how divergent, many of their opinions are. 

Bumm says: “For feverish women with septic genital canal 
there is not yet found an absolutely secure method of Cesarean 
operation.” I refer to his treatment later. 

Brandt, of Christiania, alludes to the absence of any operation 


1. This —— emigrated to Canada, a hundred miles away from a town, and 
e is again pregnant. 


writes that s' 
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suited to these septic cases, and refers to Frank’s extraperitoneal 
Cesarean section, and its numerous variations, as attempts in that 
direction, but goes on to say that no one would perform the extra- 
peritoneal variety instead of classical Cesarean section in infected 
cases, because the mortality is very high; and that, even where the 
case is “suspect,” the number of those in favour of extraperitoneal 
Cesarean section is becoming less and less. He spoke favourably 
of supravaginal hysterectomy, with extraperitoneal treatment of the 
stump in these septic cases, and in this opinion he is upheld by 
Schauta. Brandt disapproves of symphysiotomy, but has success- 
fully performed hebosteotomy, not only in “suspect cases” but in 
cases definitely infected. In these latter cases he thinks a chance 
of survival should, in otherwise suitable cases, be given to the child 
by hebosteotomy. As regards craniotomy, he says that in primipare, 
when infection is undoubtedly present, craniotomy is the best and 
surest treatment, for by it one life already compromised is lost; 
whereas, by all other methods, two lives would probably be sacrificed. 

Pestalozza, of Rome, representing Italy, considers that extra- 
peritoneal Cesarean section is safer than classical Cesarean section 
in “suspect cases.” In definitely infected cases he agrees that 
neither classical nor extraperitoneal Cesarean section is admissible, 
but, wherever possible, embryotomy should be performed. If the 
conjugata vera is as small as 5 cm. (2 in.), the method selected should 
either be “operation de Porro,” the uterus being opened after 
eventration, or Sellheim’s utero-abdominal fistula. He urges all to 
seek new methods of dealing with these septic cases. 

In the discussion which followed, Opitz, of Diisseldorf, admitted 
the risk of extraperitoneal section in septic cases, but thinks some 
of its dangers can be lessened by vaginal drainage. 

Sellheim, of Tiibingen, considers that in definitely infected cases 
all operative deliveries including Cesarean section and its modifica- 
tions, and all operative enlargement of the pelvis, are dangerous to 
the health and life of the mother, and advises embryotomy. He 
considers that his utero-abdominal fistula operation should only be 
used in infected cases when a child is keenly desired, and in cases 
where the mother is willing to undergo the extra risk of the operation 
and there seems no chance of a future pregnancy. 

Kholmogoroff, of Moscow, considers extraperitoneal Cesarean 
section suitable for “suspect” cases, but Cova, of Rome, considers 
hebosteotomy less dangerous, 

The following are a few of the opinions regarding treatment of 
my British and American colleagues :— 

Hastings Tweedy read a paper at the Royal Society of Medicine 
last year, and he therein stated that he considered perforation of a 
living child unjustifiable, and that in a few years such an operation 
would be considered criminal. He considers that, if the child is 





Routh: Cesarean Section and its Alternatives 239 


alive, the possibility of sepsis should not prevent the operation of 
extraperitoneal Cesarean section, and he advocates an operation 
very similar to Bumm’s and Sellheim’s transperitoneal modification 
of Frank’s original operation. 

Murdoch Cameron is now as strongly against craniotomy being 
performed as he was in 1891, when he said: “You have no right to 
sacrifice a child, however unequal its life may be in some cases to 
that of the mother.” 

Eden, in the last (1908) edition of his “Manual of Midwifery,” 
says: “It is a wise precaution to remove the uterus whenever there 
is reason to believe that the uterine cavity has become infected— 
e.g., when there is offensive liquor amnii” (p. 520). Amongst the 
indications for craniotomy with a living child he does not include 
septic cases. 

Galabin and Blacker in “Practice of Midwifery” (1910) state that 
“the extraperitoneal Cesarean section may be performed in cases 
where the condition of the uterine contents is doubtful or where they 
are certainly septic.” They consider panhysterectomy is only called 
for “if the cervix is much damaged or infected by sepsis.” Cranio- 
tomy is not stated to be indicated for septic cases. 

Munro Kerr (“Operative Midwifery,” 1908, p. 404) says: “In 
recent years [ have made it a rule never to perform Cesarean section 
in cases which have been interfered with prior to their coming under 
my care unless the pelvic deformity is so extreme as to render cranio- 
tomy impossible or more dangerous to the mother. I am compelled, 
therefore, not infrequently to perforate a living child. This I do 
with extreme regret, but I am convinced I save more mothers, and 
probably indirectly more children, by so doing.” Later on he speaks 
of the advisability of performing supravaginal amputation of the . 
uterus after Cesarean section in infected cases. If panhysterectomy 
is done for septic cases he prefers to leave a small opening into the 
vagina and insert a gauze drain from above. 

Jardine (“Clinical Obstetrics,’ 1910), says that “where careless 
examinations have been made before the patient comes under obser- 
vation, extirpation of the uterus should be performed if Cesarean 
section is absolutely necessary, but if a craniotomy can be done it 
should be performed even if the child be alive.” 

Whitridge Williams (“Obstetrics,” 1910, p. 245) says if the 
mother is infected, craniotomy is the operation of choice, and he 
goes on to say that, if the patient has been subjected to repeated 
examinations during labour by those whose technique is question- 
able, even though no signs of infection are apparent, Cesarean 
section, if done at all, should be followed by panhysterectomy. 

I wish at this point to discuss the subject of infection from the 
bacteriological point of view, for much advantage will be gained if 
treatment of these septic cases can be safely varied according to the 
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type of the germs found to be present. These germs may roughly 
be divided into pathogenic and putrefactive. Both of these types 
can infect the patient, at all events in one sense of the word, though 
the putrefactive micro-organisms can only live and multiply in dead 
tissue, and are never found in the blood or living tissues of the body 
except when the patient is on the point of death. 

Pathogenic germs such as streptococci not only cause local inflam- 
matory disturbances producing in the process dangerous absorbable 
toxins, but multiply freely in the blood. If they infect the uterine 
wound in Cesarean section, they will prevent primary union, and 
may infect the peritoneum either at the time of the operation or in 
a few hours by infection of the sutures, or by gaping of the uterine 
wound. 

It is probable that putrefactive germs, if present in large num- 
bers, will do the same as regards preventing primary healing of the 
wound; for Arnold Lea states that cultures of anaerobic putrefactive 
organisms injected hypodermically into animals produce localized 
suppuration often followed by extensive gangrene. 

It must also be remembered that some pathogenic germs—such 
as streptococci—may act as pure saprophytes. It is clear, however, 
that the living tissues can successfully deal with a small dose of 
putrefactive organisms, for both the peritoneum and the abdominal 
wound in ordinary laparotomies must become contaminated with the 
germs constantly present in the atmosphere, and yet the evidence of 
infection is usually entirely absent. 

Arnold Lea, Foulerton, and Bonney prove that the most serious 
cases of puerperal infection are due to the presence of streptococci,}, 
or streptococci and Bacillus coli combined, and that pneumococci 
and Staphylococcus pyogenes aureus are capable of causing fatal 
infection as well as gonococci. Staphylococcus pyogenes albus and 
Bacillus coli are less virulent germs. 

Foulerton and Bonney examined the uterine contents bacterio- 
logically in 54 cases of puerperal fever, and found that out of 14 
cases which ended in death 10 were cases of streptococcic infection ; 
in 26 fever cases which ended in recovery 18 had streptococci in the 
uterus, whilst none of the 14 cases of “slight” fever examined by 
them had a streptococcic infection. Micrococci pnewmonie caused 
three out of the four other deaths in their series. They failed to find 
anaerobic germs which would include ordinary saprophytic organ- 
isms in 53 out of these 54 cases of puerperal fever. On the other 
hand, Kronig found them in 32 out of 179 cases (18 per cent.) and 
Whitridge Williams in 8 out out of 151 cases (15 per cent.). 

Several foreign authorities who were present at the recent Inter- 
national Congress drew attention to the different significance of 
infection by putrefactive as compared with pathogenic germs. Thus, 

1. Obstet. Soc. Trans., xlvii, p. 11. 
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whilst discussing Cesarean section in septic cases, Bumm says, 
“The measure of the danger depends upon the kind of infection. 
The decomposition of the liquor amnii by ascending putrefactive 
germs is less dangerous than the presence of streptococci, the ample 
appearance of which in the liquor amnii leaves no doubt as to the 
existence of a virulent infection.’ Bumm says that the presence 
of putrefactive germs prevents the primary union of the muscle 
wound of the uterus and causes fatal peritonitis. He says: “If the 
amnion has been ruptured for some time and there is even only a 
slight elevation of temperature classic Cesarean section is fatal,” 
and adds: “In performing supra-symphysary Cesarean section, if 
one succeeds in finishing the obstetric act extraperitoneally, one has 
the possibility, by ample draining of the cellular-tissue wounds, of 
avoiding the danger of a general infection in all those cases where 
one has to deal with a simple putrefactive decomposition of the 
liquor amnii. If, however, the uterus at the time of the operation 
already contains streptococci a fatal result may follow by progressive 
phlegmon of the pelvis, septic thrombo-phlebitis, or by the migration 
of the germs through the thin layer of peritoneum covering the 
utero-vesical excavation.” 


In reply to a letter from me to Professor Bumm, asking for 


further information, Dr. Edward Martin replied on November 9 
last : — 


On behalf of Professor Bumm I answer the question of your 
letter from October 30. In every case of contracted pelvis without 
fever, we have to perform the delivery by suprapubic section. 
When the waters are passing away we make a bacteriological 
examination by microscope. In all cases of bacteria of any kind - 
we object to the section, and make the perforation of the child. 
In all suspicious cases, when the patient has been examined out- 
side of the Klinik at several times, or when she has elevated 
temperature, when germs are not found we make it a rule to 
perform suprapubic section only, but in such cases we make use of 
drainage. When bacteria are found in fever cases, we perforate 


the child. 


Veit says the danger of Cesarean section consists in the infection 
by virulent germs or in the penetration of germs of putrefaction 
from the genital canal into the abdominal cavity with the blood or 
liquor amnii. With virulent germs he considers all varieties of 
Cesarean section inadmissible. The penetration of germs of putre- 
faction into the abdominal cavity, he considers, can be prevented by 
various methods of extraperitoneal Cesarean section, as proposed by 
Déderlin and Latzko, and his own modification of Sellheim’s opera- 
tion, and also to a large extent by eventration of the uterus before 
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incision, with careful packing round the uterus, and he prefers in 
such cases Fritsch’s transverse fundal incision. 

Singer, of Paris, writing in 1909 (“Cicatrices Cesariennes Ab- 
dominales Classiques”), says that “the utero-vaginal and cervical 
secretions should be examined microscopically, and if the result of 
examination is positive conservative Cesarean section should not be 
performed.” 

Gonococcal infection is of a somewhat different nature from the 
other pathogenic bacteria, inasmuch as gonococci rarely, if ever, 
multiply in the blood, at all events in the acute stages, and they 
cause mischief by infecting the mucous lining and glands of the 
genital tract and uterine wound. Such infection would probably 
require a more radical treatment than any but the most virulent 
streptococcic infection. 

Hecking reports a case of conservative Cesarean section per- 
formed in a woman who had gonorrhea. Suppuration occurred in 
the abdominal wound and both gonococci and streptococci were found 
to be present. Cases 441 and (?) 496 in the collected tables are cases 
in point.! Leopold is quoted by Singer as saying that the presence 
of gonorrhea constitutes a contra-indication to classical Cesarean 
section, and with this we are probably all in agreement. 

I cannot find any observations or suggestions made by British 
obstetricians upon the bacteriological examination of cases of con- 
tracted pelvis prior to operation. Numerous investigations have, of 
course, been made regarding the presence or absence of germs in 
utero during the normal puerperium and very different results have 
been obtained; the bacteriology of the infected puerperal uterus 
after labour has also been investigated with equally varying results. 
The bacteriology of the vagina during pregnancy has also been 
reported on, but I can find very few references to the bacteriology of 
the vagina during labour, and none of the bacteriology of the amni- 
otic cavity during labour after the membranes have ruptured. 

We must, I think, all agree that when a parturient woman is said 
to have been exposed to infection her danger must largely depend 
upon the variety and virulence of the infecting organism, as well as 
by the length of time which has elapsed since the infection and the 
presence of abrasions as absorbent areas. It will not often happen 
in “suspect cases” that infection of the liquor amnii has occurred 
many hours previously, consequently germs are rarely, if ever, found 
in the blood. If the membranes are ruptured and the amniotic 
cavity has been infected the micro-organisms will rapidly multiply 
there, for the liquor amnii is a suitable culture medium. In a 
recently infected case the germs would be few. There may be both 
putrefactive and pathogenic germs present, or several varieties of the 
latter, with or without any of the former. With our present imper- 


1. In preceding number of Journal. 
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fect knowledge of the interaction between different kinds of bacteria 
and their power of increasing or reducing each other’s activity and 
virulence, it is evident that in the presence of both virulent and putre- 
factive organisms one would have to treat the case from the point of 
view of the most virulent germs. Thus for practical purposes we 
need only discuss this bacteriological part of the question from the 
standpoint of whether the patient’s liquor amnii is sterile or infected ; 
and, if infected, whether the germs are pathogenic or only putrefac- 
tive. It is also fairly certain that it is not always necessary to 
obtain swabs from the cavity of the amnion, for if a case has been 
frequently examined or forceps have been used and potentially 
virulent germs are found in the cervix or upper part of the vagina, 
it is manifest that they must have been carried up into the uterus 
and that the liquor amnii is infected. Apart from the introduction 
of an examining finger or instrument into the uterus, it is probable 
that the cervical plug of mucus is usually able, owing to the presence 
of phagocytes, as suggested by Arnold Lea, to prevent vaginal 
streptococci, &c., from infecting the amniotic cavity. 

It is evident that if the technique of these Cesarean operations is 
to be varied according to the presence, absence, or variety of the 
infecting germ, we must have a report presented to us within an 
hour or so of the “suspect case” being admitted to hospital. Prob- 
ably the greatest difficulty in the bacteriological investigation is to 
be able to recognize the dividing line between saprophytic and 
pathogenic germs, for, as Arnold Lea says, the same organism may, 
under different conditions, entirely change its character. Thus the 
Streptococcus pyogenes may exist as a pure saprophyte in the genital 
tract, whilst some anaerobic putrefactive bacteria may become highly 
infective. It is also apparently true that if the uterus of a puerperal . 
woman be invaded by streptococci acting at first solely as pure 
saprophytes and temporarily only causing a toxemia (sapremia), 
conditions may arise in which the streptococci may become infective 
and true septicemia result. If this be so, even the examination of 
cultures, which of course cannot be waited for as the patients are in 
labour, would not aid us in our choice of technique, but opinions 
vary greatly on this point. If streptococci were found we must 
assume they are virulent, and act accordingly. Subject to these 
limitations, however, I believe that reliable reports from the micros- 
copic examination of these swabs can be usually given us, and that 
the following remarks on the subject by Mr. Leathem can be relied 
upon. 

Mr. A. N. Leathem, Bacteriologist at Charing Cross Hospital, 
states “that films could be made and stained from uterine swabbings, 
and, if the organisms were present in considerable numbers, a reliable 
report as to the presence of streptococci, staphylococci, or pneumo- 
cocci could be given within half an hour. If bacilli were present it 
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would be more difficult to decide as to the presence of Bacillus colt, 
although in some cases it would probably be possible to say that the 
bacilli present in the films were all saprophytic.” 

I also put the case to Sir Almroth Wright, who writes :— 


“Tt seems to me that in such a case as you refer to it would be 
well worth while making a bacteriological examination, for it 
might be possible, in cases where there was a considerable amount 
of infection, to detect and identify the microbes by mere micros- 
copic examination. In the majority of cases it would, of course, 
be impossible to detect or identify the microbes without awaiting 
the results of cultures.” 


The presence of gonococci in the acute stages is able to be 
accurately determined. Mr. Leathem says: “If a swabbing is taken 
from a purulent discharge and contains a considerable number of 
gonococci, then from a film made from this swabbing one could give 
an immediate reliable report that gonococci were present. If the 
swabbing is from a purulent discharge containing one or two kinds 
of organisms but no gonococci, then in most cases a report could be 
given that gonococci were not present with almost as great certainty, 
and could be given at once. But in old cases where the discharge 
is mucoid, rather than purulent, and is crowded with saprophytic 
organisms, the detection of gonococci, either in films or cultures, is 
extremely difficult.” 

The next point was to find out by a series of tests whether a 
report thus obtained from the examination of films was confirmed 
by a further examination of cultures obtained from these same 
swabbings—whether, in fact, the report from the film examination 
was sufficiently reliable to be acted upon. For this purpose Mr. 
Leathem,! at Charing Cross Hospital, has examined and reported 
upon swabbings obtained by my resident obstetrical officers, Mr. 
Salmon and Mr. Cock, first by examination of stained films and 
subsequently by examination of the cultures from the same swabs. 
Dr. Banister and Dr. Maxwell have also kindly obtained similar 
information for me. As my object was mainly to discover whether 
the film results were confirmed by the culture tests, I have taken 
swabbings from the cervix and uterine body from all sorts of cases. 
As a result of such investigations as I have been enabled 
to make, I believe that these rapidly obtained film results, when 
reported on by those who are experts, are sufficiently reliable in many 
cases to largely justify us in adopting a particular type of operation, 
according to the variety of micro-organisms found present. Unfor- 
tunately we cannot, apparently, always get such results, for both Dr. 
Banister and Dr. Maxwell tell me that in a few cases they had films 
prepared and failed to find streptococci, and yet cultures showed 


1. See Appendix at end of paper. 
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their presence. This, if not very exceptional, would prove aseriously 
weak point, for as a rule it is not difficult to find streptococci in the 
films. Presumably the germs were few and stained badly. It is 
probable that in the future greater reliability will be able to be 
placed upon these film reports—perhaps by more perfect methods of 
differential staining. 


INDICATIONS FOR TREATMENT. 


Perhaps the best way to consider the treatment would be to 
assume certain clinical groups of cases and to discuss their appro- 
priate surgical indications—How best to save the woman’s life. The 
cases we are considering are “suspect cases” and may roughly be 
divided into five classes :— 


(1) Cases which have been exposed to infection but where the 
membranes are not ruptured. If germs had been carried into the 
vagina during previous examinations they could almost certainly be 
destroyed or rendered harmless by copious vaginal douches of 1 in 
1,000 sublimate or biniodide of mercury solutions. 


(2) Second Type of Case. In labour some hours, membranes 
ruptured, vaginal examination made, no feverishness, no offensive 
discharge. 

This case is necessarily “suspect,” but if a bacteriological report 
was forthcoming that the liquor amnii was sterile a classical 
Cesarean section could be safely done, though some would prefer to 
eventrate the uterus before incision, as the woman had been pre- 
viously examined. If germs were found it would be dealt with as 
Type 3, 4, or 5, according to variety of germs. 

(3) Third Type of Case.—In labour some hours, membranes rup- 
tured, examination made or attempts at delivery, some offensiveness 
of discharge, possibly some feverishness. We will assume that 
saprophytic organisms are found in the liquor amnii, but no patho- 
genic organism. Primary union of the uterine wound might fail in 
these cases, and unless an utero-abdominal fistula formed fatal 
peritonitis would follow. 

In the table of 1,282 cases in the previous number of the JourNAL 
there are apparently many cases under this group, though a bacterio- 
logical investigation was not made, I believe, in any of them. I 
will allude to three such cases, though it is quite possible they were 
cases of mixed infection. 

Thus Case 341 was treated by Cesarean section and died on 
fourth day. The membranes had been ruptured forty-six hours, 
and there was a stinking vaginal discharge. Mother’s pulse 160. 
Child alive, but died in sixteen hours, 


Case 811 was also treated by Cesarean section and died. She 
had had attempts made to deliver by forceps, and when the uterus 
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was opened it was found to contain air which was very fetid. The 
child died on the 3rd day. 


Case 841 was an almost exactly similar case, the woman dying of 
sepsis on the third day. The child lived in spite of the fetid smell 
in the amniotic cavity. 

As I have already indicated, extraperitoneal Cesarean section 
and all forms of pelviotomy are better avoided for septic cases, and 
I have shown by Table I that classical Cesarean section has a death- 
rate of from 10°8 to 34°3 per cent. There remains, therefore, only 
craniotomy or some variety of Cesarean hysterectomy; but I wish 
first to speak of an alternative prophylactic measure adopted by Dr. 
R. D. Maxwell, of Queen Charlotte’s Hospital (Case 1275),! in doubtful 
cases of infection where the membranes are ruptured before performing 
Cesarean section. A soft pewter or other pliable tube is passed up 
per vaginam to the fundus uteri, and the amniotic cavity, and inci- 
dentally the foetus, is freely irrigated with normal saline solution at 
100° F. Possibly a saturated boric solution would be more useful 
if micro-organisms were present. The method is, of course, avail- 
able in all degrees of pelvic contraction. It might also be usefully 
employed before craniotomy to dilute any suspected infection in the 
amniotic cavity and so reduce the risk of infection of the tissues if 
they were abraded during the operation. 

It is possible that this method might have been successful in 
Cases 341,? 811,3 (?) 841, or in 946,4 1045,5 and many others. These 
last two and such cases as 1090,° 1121,7 show, however, that even 
those which appear most unfavourable may recover without such aid. 
Infecting germs in these last four cases, if present at all, were prob- 
ably saprophytic, as the patients survived. 

Whether it is possible to irrigate the amniotic cavity so thor- 
oughly that ell putrefactive organisms can be washed away or 
rendered harmless is only a question which can be settled by experi- 
ence. 


If most of the liquor amnii had drained away, and especially if 


1, Case 1,275. Contracted pelvis. In labour forty hours. Membranes ruptured. 
Forceps previously applied. Pulse 110. Marked forceps gripon head. Mild maternal 
pyrexia for some days after operation. Child lived. 


2. 3. Cases 341, 811, 841, already alluded to (see p. 245 and supra). 


4. Case 946. Patient of Dr. H. Williamson, Forceps frequently tried. Finally 
head perforated. Vagina and bladder torn. Patient apparently dying. Pulse 130. 
Classical Ceesarean section. Patient survived but there was prolonged suppuration 
and formation of temporary abdomino-vesical fistula. 


5. Case 1,045 (see p. 236). Recovered but with utero-abdominal fistula. 


6. Case 1,090 (Dr. Hewetson). In labour forty-eight hours. Membranes ruptured 
thirty-six hours. Repeated attempts at forceps delivery. Liquor amnii foul. 
Czesarean section performed. Stitch abscess, otherwise good recovery. 


7. Case 1,121 (Dr. Victor Bonney). Head perforated and most of vault previously 
removed. Vulva black and excoriated. Bladder full and catheter could not be passed 
owing to impaction of head. Czsarean section performed. Convalescence excellent, 
though sloughs formed on cervix and vagina owing to injuries béfore admission. 
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the uterine muscle were contracted down on the child, such irrigation 
could only be very partial. The difficulty, too, of dislodging germs 
from foetal apertures and irregularities, or these luxuriating in the 
vernix caseosa, is evident. Still it is an additional method at our 
disposal, and may prove of great value. In any case it must dilute 
the poison, and so to speak “lessen the dose.” 

If Maxwell’s method does not prove reliable, and there is no 
constitutional or bacteriological evidence of infection by virulent 
pathogenic organisms, it is probable that craniotomy would be the 
best treatment, for at this stage the infection is recent, the germs 
therefore few, and the placental site and decidual membrane is 
protected by the membranes from infection. If craniotomy were 
decided upon it might be possible to irrigate the amniotic cavity 
before and after the birth of the child, and after the third stage the 
decidual cavity can be also freely irrigated with iodized water and 
the risk of infection thus greatly minimized. 


If, on the other hand, Maxwell’s method or some modification 
of it should prove serviceable, it would largely prevent craniotomy 
with living children in those “suspect cases” where it could be shown 
bacteriologically that there was no virulent infection present. 


(4) Fourth Type of Case—lIn labour many hours, membranes 
ruptured, frequent examinations made or attempts at delivery. 
Pathogenic germs of potential virulence found. Constitutional 
evidence of infection. In this class of case it is probably correct to 
assume that Maxwell’s method would be useless, and that such 
rapidly multiplying and invading pathogenic germs as streptococci, 
&c., could not be successfully dealt with, even in a case very recently 
infected, by any irrigating fluid which was not so powerfully anti- 
septic as to cause serious injury to the fetus. 

Craniotomy would no doubt be preferable to such futile attempts 
to destroy the infecting germs, but it must be remembered that 
abrasions of the cervix and vagina during the extraction of the 
mutilated foetus after craniotomy are almost inevitable, and if viru- 
lent germs such as streptococci were present in the amniotic cavity 
the maternal tissues would become infected and septicemia would 
occur. Probably, therefore, if such germs were proved to be present, 
a radical operation would be preferred. In other words, where there 
are constitutional evidences of sepsis, and virulent germs are found, 
some form of Cesarean hysterectomy is indicated. 


(5) I would also mention a fifth group—cases where gonococci 
are found microscopically or when gonorrhea is known to exist. 


I wish, in conclusion, to discuss the relative advantages of the 


two varieties of subtotal hysterectomy and abdominal panhysterec- 
tomy in virulent infection. 
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(A) First, Supravaginal Hysterectomy with Intraperitoneal 
Treatment of the Stump. 


Here let me draw your attention to Table II, taken from my 
recent report upon Cesarean section. 


TABLE II.—SHOWING METHOD OF TREATMENT * OF THE 230 ‘‘SUSPECT CASES” IN 
TABLE I WHICH MAY HAVE BEEN EXPOSED TO INFECTION (1891 To 1910). 





Treated by Treated by 
Cases | Csesarean Deaths. | supravaginal| Deaths 
section only hyst tomy 








C In labour, membranes rnptured... | 166 158 18 8 0 
(11°4 per 
cent.) 
D Frequent examination or attempt at 
delivery ... eee ose ve 22 
(37°9 per 
cent. ) 





Total pe eo. | 230 216 40 14§ 
(18°5 per 
cent.) 


* The early cases dealt with by oes ae, ne rygemensing ny 6 where extraperitoneal 
0 n 




















treatment of the stump was the technique a age cannot be 
insufficient details regarding the “rupture of the membranes.” 


§ Cases 336, 358, 370, 400, 404, 405, 432, 494, 568, 713, 736, 751, 843, 1,255. 

This Table divides the 230 cases “suspect” in Groups C and D of 
Table I into two other groups according to their treatment by 
Cesarean section only, or by supravaginal hysterectomy with intra- 
peritoneal treatment of the stump. It will be seen that in Group C 
where the membranes were already ruptured the mortality of 
Cesarean section alone was 114 per cent., and in Group D where 
attempts at delivery or frequent examination had been made the 
mortality of Cesarean section alone was 37°9 per cent. In these 
two groups, C and D, 14 cases were treated by supravaginal hyster- 
ectomy with intraperitoneal treatment of the stump, and of these 
all the mothers survived and 11 of the children. Ten of these 14 
“suspect” or infected cases which recovered were operated upon in 
Glasgow by Cameron (1), Jardine (6), and Munro Kerr (3), the 
others by Berkeley, Brewis, and Purslow. It is probable that several 
of these cases were infected by pathogenic organisms, and if so it 
makes the results of the radical operations more striking. 

It is not, however, safe to assume that supravaginal hysterectomy 
with intraperitoneal treatment of the stump is an operation without 
risk, for I find that in the 1,058 cases of contracted pelvis collected 
by me 53 altogether were treated by this operation after Cesarean 
section with seven deaths (or 13°8 per cent.) As above stated 14 of 
these were for “suspect” or “infected cases,” all of which recovered, 
so that there were seven deaths (or 17°9 per cent.) in the remaining 
39 cases. Of these 39 cases, 18 were “not in labour,” and yet had 
two deaths (11 per cent.). Why the operators chose the more 


ere tabulated owing to 
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radical operation in these cases, unless as a means of sterilization, 
I do not know. The danger of infecting the peritoneum during 
extraction of the child by the preliminary Cesarean section is 
discussed when speaking of panhysterectomy. If the cervix is left 
in these infected cases it should be rendered as harmless as possible, 
either by applying a strong antiseptic application such as liquor 
iodi or pure carbolic acid to the cervical canal from above, or, as 
some suggest, a strip of gauze should be passed downwards into the 
vagina through the cervical canal. The covering of the stump with 
peritoneum should be very accurately and carefully executed. 


B.—Supravaginal Hysterectomy (Porro’s) with Extraperitoneal 
Treatment of the Stump. 


This method more effectively shuts off the peritoneal cavity from 
the infected cervix and vagina than any other variety of hysterec- 
tomy, in addition to which no ligatures are left in the peritoneal 
cavity. The child can be extracted when it is fairly certain that 
the peritoneal cavity is effectively protected, for it is possible to strip 
off some of the uterine peritoneum, and stitch it to the parietal 
peritoneum, and to encircle the supravaginal cervix lightly with the 
serrenceud ready for tightening before the uterine incision is made. 

This variety of subtotal hysterectomy is strongly advised by 
Spencer in such septic cases as inoperable cancer of the cervix com- 
plicating labour. Thus, in my collected cases of inoperable cancer 
of the cervix complicating labour, whilst the mortality of conserva- 
tive Cesarean section alone was 33 per cent. (twelve cases), in supra- 
vaginal hysterectomy with intraperitoneal treatment of the stump 
there was one death in five cases (20 per cent.), and with extraperi- 
toneal treatment of the stump (three cases) there was no mortality. 

Its comparative safety, too, is shown by the fact that when it was 
adopted as a routine treatment for all cases of contracted pelvis in 
1874, it at once reduced the mortality from 88 per cent. to 55 per 
cent. It is also interesting to notice, as I showed in Table V in the 
JourRNAL for January, the mortality of all the cases of contracted pelvis 
treated by Cesarean hysterectomy with extraperitoneal treatment of 
the stump was 14°2 per cent., which compares favourably with the 
13°2 per cent. mortality of cases treated by intraperitoneal treatment 
of the stump. When it is further remembered that the cases treated 
in this way were operated upon mainly before 1895, when many 
were septic before coming under notice, the comparative safety of 
the operation with extraperitoneal treatment of the stump is highly 
suggestive. This variety of subtotal hysterectomy is particularly 
indicated for gonococcal infection. 


1. All the fatal cases were, however, before 1902, being four out of the six cases 
recorded (Cases 2, 24, 88, 188, 221, 256). The other six cases of Cesarean Section alone 
were after 1902, and all recovered. 
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Case 441, which is not included in Table II owing to insufficient 
details regarding rupture of the membranes, was a case of gonor- 
rhea with abscesses of both Bartholini’s glands, and Dr. Jardine, 
who treated it by subtotal hysterectomy with intraperitoneal treat- 
ment of the stump, considered that the patient died by the infection 
spreading up the cervix and invading the peritoneum. Probably he 
would agree that that treatment of the stump is contra-indicated in 
acute gonococcal infection, and that such cases should be dealt with 
by extraperitoneal treatment of the stump, or possibly by panhys- 
terectomy. 


(C) Abdominal Panhysterectomy. 


This operation is theoretically the ideal one for cases infected 
with potentially virulent pathogenic organisms, as it involves 
removal of the cervix with its infected glands. In actual practice, 
however, there are rather serious risks in the operation as now done. 


(a) One is the difficulty of performing the preliminary operation 
of Cesarean section without infecting the peritoneal cavity during 
its performance; for I suppose it is a fact that it is not possible to 
perform panhysterectomy so rapidly that the child would have a fair 
chance of survival if it were extracted after the removal of the 
uterus, even in Doyen’s operation, where the uterine vessels are 
divided at a late stage. 

To endeavour to prevent infection of the peritoneum during the 
delivery of the child, the uterus must first be eventrated and the 
abdominal incision be then closed by temporary sutures. Other 
measures to shut off the peritoneal cavity, such as packing round 
the uterine neck, should also be taken. 

A fundal incision should then be made into the uterus, using 
either Fritsch’s transverse or Caruso’s sagittal method. As soon as 
the child is extracted the uterine wound is accurately closed again. 
Panhysterectomy can then be performed, Wertheim’s clamps being 
used to prevent infection from the vagina when it is cut across; or, 
to prevent the shortening of the vagina which this operation involves, 
the uterus can be removed by Doyen’s method, the cervix having 
been previously closed by ligatures, as advised by Spencer. 


(b) The risk of infection of the peritoneum from the septic 
vagina after the uterus is removed is more difficult to avoid. If 
Spencer’s method of ligation of the cervix were adopted as a pre- 
liminary step in the operation, the vagina could be sterilized at the 
same time by swabbing freely with tincture of iodine. Effective 
sterilization of the vagina is difficult after the removal of the uterus, 

The treatment of the top of the vagina is important. Personally, 
I think its cut edges should be inverted a little and the inverted 
sides brought together by sutures, a small opening being left in the 
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centre of the canal for a gauze drain. Munro Kerr adopts this 
method without, I believe, inverting the vaginal edges. 

The question of how to treat the peritoneum on the pelvic floor 
is also important. Should it be stitched across transversely by 
continuous Lembert sutures, or should it be closed by Spencer’s 
method of purse-string suture, or should it be left open to drain 
per vaginam, and, if so, should a gauze drain be used? 

The success of panhysterectomy in these cases will depend upon 
a perfected technique in these small details. 

In conclusion, I am not without hope that a rapid bacteriological 
examination of films prepared from the liquor amnii or cervical 
contents in “suspect” cases when the membranes are ruptured, will 
enable the ,treatment of these cases to be put on a more scientific 
basis. If so, classical Cesarean section would be performed with 
perfect security if the fluid were sterile; Cesarean section, preceded 
by some variety or some evolution of Maxwell’s intra-amniotic 
irrigation, and by eventration of the uterus, might be considered 
safe if non-pathogenic germs were found; and a radical hysterectomy 
would be considered desirable if pathogenic micro-organisms were 
discovered. 

It is possible, also, that some such scientific basis may do away 
with the need for craniotomy with living children in well-organized 
obstetric clinics, but craniotomy would still be required in general 
practice where prompt bacteriological investigation and special 
technical experience might not be forthcoming. 

The time may come when the advance of bacteriological science 
will enable the obstetrician, who has found his patient infected by 
a particular micro-organism, to confer a rapid protection or immu- 
nity against a general or local tissue infection, and so be able to 
perform classical Cesarean section without danger. This protection 
or immunity may take the form of a bacteriological irrigation of 
the uterus and vagina, or some counteracting injection inoculation, 
such as has been recently proposed to prevent peritonitis after 
operations for appendicitis. 

Meanwhile, till such a time arrive, we obstetricians must perfect 
our surgical technique, and stimulate our bacteriological colleagues 
to render their diagnosis of the variety and significance of the germs 
present more reliable. 
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Appendix to Dr. Amand Routh’s Paper. 


TESTS MADE By Mr. LEATHEM TO ASCERTAIN WHETHER EXAMINATION OF FILMS FROM CERVIX 


UTERI, &¢., WAS SUFFICIENTLY RELIABLE TO BE ACTED UPON. 





Variety of case 


Report on examination of films made 
from swabbing 


Time taken for 
examination 
of films 


Result of cultural 
examination 


Time taken for 
cultural 
examination 








Swabbing from vagina, 
taken some days 
after vaginal hyster- 
ectomy, for fibrosis 
uteri ; discharge was 
at the time offensive, 
with an absorption 
temperature of 101° 
F. ; patient recover- 

well, 

Swabbing from endo- 
cervix just before 
application of for- 
ceps; patient in 
second stage for 
twenty hours: fre- 
quent vaginal exam- 
inations had been 
made. 


Swabbing from endo- 
cervix ; normal la- 
bour, with delayed 
second stage: some 
vaginal examin- 
ations made. 


Swabbing from endo- 
cervix ; puerperal 
septicemia twelve 
months previously ; 
metrorrhagia _last 
few months: curet- 
tage ; much adenoid 
tissue removed. 


Swabbing from extern- 
al os before curet- 
e for somewhat 
offensive leucorrhea 
and metrorrhagia. 





Films crowded with different varieties 
of bacilli, both Gram-positive and 
Gram-negative ; Gram-positive dip- 
lococci (? staphylococci) present ; pus 
cells present. 

Conclusions : Staphylococci may be 
present ; illus coli may be pre- 
sent ; pus cells are present, and 
therefore the presence of pyogenic 
organisms is to be suspected. 

Films showed a large number of cocci, 
all Gram-negative, and a few Gram- 
negative bacilli; no pus cells. 

Conclusions : The cocci are probably 
non-pathogenic ; their being Gram- 
negative shows that they are not 
staphylococci, streptococci, or pneu- 
mococci ; they might be gonococci, 
but the absence of pus cells is against 
this ; very few bacilli are present, 
but these are Gram-negative and the 
presence of Bacillus coli cannot be 
excluded with certainty. 

Films showed a very small number of 
bacilli, all Gram-positive ; no pus 


cells, 
Conclusions : Probably no pathogenic 
organisms present. 


Films showed a few bacilli, mostly too 
small to be Bacillus coli, and all 
Gram-positive ; a few Gram-positive 
diplococci : pus cells present (few). 

Conclusions : Bacillus coli probably 
not present ; the Gram-positive diplo- 
cocci may be staphylococci. 


Films showed many Gram-staining 
cocci, mostly in pairs ; one chain of 
4 cocci and one of 5 cocci seen ; the 
bacilli are both Gram-positive and 
Gram-negative ; some of the diplo- 
cocci resembled pneumococci in 
shape, and a film was therefore 
stained with capsule stain, but no 
capsule was seen, 

Conclusions : Bacillus coli may be 
present ; staphylococci and strepto- 
cocci may be present. 





i 
a 








Cultivation produced 
growths of Bacillus 

i and Staphylo- 
coccus aureus with 
saprophytic bacilli. 


No growth of any 
pathogenic organism 
was obtained. 


No wth of any 
bacillus was  ob- 
tained; two agar 
plates were planted, 
and the only growth 
obtained consisted of 
four colonies of sar- 
cina. 


Cultivation produced 
Gram-positive bacilli 
(3 varieties, all ap- 
parently saprophytic) 
and a few colonies 
of sarcina; no 
staphylococci. 


Cultivation produced 
growths of Bacillus 
coli, streptococcus, 
and a few colonies 
of Staphylococ- 
cus aureus, 


Planted on Fri 
day ; no visibl- 
growth on Sate 
urday; then- 
not examined 
until Monday. 


24 hours. 








Nore.—According to the indications laid down in the paper, the following would 
be the treatment which the author would have adopted (if they had really been 


“‘suspect cases’’) : 


Case 1: Hysterectomy. 


Cases 2 and 3: Cesarean section pre- 


ceded by intra-amniotic irrigation, eventration of the uterus, etc. Case 4: A 
doubtful case. Embryotomy or hysterectomy. Probably patient would be asked to 


decide after hearing the relative risks. 


Case 5: Hysterectomy. 
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An Experimental Study of the Anaphylactic Theory 
of the Toxzmia of Pregnancy. 


By R. W. Jounstonez, M.D., F.R.C.S.E., 
Assistant to the Professor of Midwifery, University of Edinburgh. 


THE term Anaphylaxis was coined in 1902 by Richet, and, as the 
word suggests, it was applied to a condition which is the very 
antithesis of immunity. Much experimental work has enabled the 
facts to be formulated as follows. Certain organic substances, all 
of them complex proteins of unknown chemical formula, when 
introduced for the first time into an organism in sub-toxic or non- 
toxic doses, have the property of producing after a certain fixed 
incubation period an excessive sensitiveness to subsequent very small 
doses of the same substance. 

For example, suppose a rabbit be injected with say 5 cc. of say 
horse serum. After an interval of ten days that rabbit is in a state 
of supersensitiveness to even a very small second dose of the same 
serum. The symptoms produced come on almost at once—a blanch- 
ing of the ears, dyspnea, palpitation, loss of muscular tone, and in 
severe cases convulsions, paralysis, and death—all within a very 
short time. 

It is not my purpose, nor am I competent to discuss the cause of | 
this very extraordinary condition. It is believed to be due to the 
development of certain properties in the blood serum, because this 
supersensitiveness can be transferred to another animal of the same 
species by a transference of serum from a supersensitised aniraal. 

It is presumed that the protein first injected acts as an antigen, 
and induces the formation in the blood of an antibody, to which the 
name of ‘anaphylactic reaction body’ is given. This antibody 
requires a certain fixed period of time for.its elaboration. At the 
time of the second injection this anaphylactic reaction body unites 
with the antigen in the second injection, the union probably taking 
place in the nerve cells, and so producing the shock. So far as is 
known, the reaction is a specific one, at least within the same limits 
as immunity is specific. 

Although the subject has as yet been only very faintly elucidated, 
enough is known to enable us to class as anaphylactic phenomena in 
the human body such disasters as occasionally follow the adminis- 
tration of horse serum, e.g., antidiphtheric, and antitetanic, and so 
forth. It explains the local phenomena sometimes seen at the site 

















254 Journal of Obstetrics and Gynecology 


of injection as well as the general rashes sometimes observed. It is 
also probably the basic principle underlying the tuberculin reactions 
of von Pirquet and Calmette, and of the mallein reaction in 
glanders. 

Anderson and Rosenau! in 1906, were the first to throw out the 
suggestion of a possible connection between anaphylaxis and the 
toxemia of pregnancy. It is quite true that the points of resem- 
blance between the two conditions are not numerous. There is 
clinically the shock and intoxication of the nervous system as mani- 
fested by convulsions; and post-mortem the characteristically 
frequent occurrence of multiple hemorrhages. 

In spite, however, of the apparent lack of similarity between the 
two conditions, the urgency of the problem of eclampsia is such that 
every conceivable clue, however slender, is worth following up. It 
was with this idea that my observations were made, and also because 
more general observations on anaphylaxis were being made in the 
Royal College of Physicians’ Laboratory at the time. It is a 
pleasure to acknowledge the kind help and guidance given me by 
Dr. Ritchie and Dr. Scott, who were working at the subject on larger 
and more general lines. 

The idea underlying this theory was that some alien protein 
might pass from the foetus or placenta into the maternal circulation, 
and supersensitise the mother: and that a subsequent transference 
of the same substance after a suitable interval might account for the 
onset of convulsions and other symptoms. All attempts to produce 
anaphylaxis with foetal blood have been negative, and in any case 
these are of comparatively little interest, as we know that the source 
of the poison of eclampsia cannot be the fetus. Anderson and 
Rosenau! succeeded in obtaining anaphylaxis in guinea-pigs with 
guinea-pig placental extracts, but they allowed the placentas to 
autolyse for three hours at 37°C. before making the extract. 
Murray? in a recent paper in the Journal of Obstetrics and 
Gynecology, refers to this point, and records some experiments 
which he performed with autolysed liver, and which he regards as 
indicating that Anderson and Rosenau’s results were due, not to 
placental toxins, but to products of autolysis. This, however, was 
admitted as possible by these observers in their original paper. 
Still, the point has to be borne in mind, that placenta very readily 
undergoes autolysis, and it becomes of more interest still in the light 
of Dryfuss’s work, which proved that the eclamptic placenta under- 
goes autolysis—due to the excessive activity of its ferments—even 





during its intra-uterine life. 

My own experiments were confined to the use of the placenta 
only. They fall into five groups. 

In the first group I used an extract of placenta from an eclamptic 
patient. The placenta was obtained within an hour of birth, minced, 
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washed as free from blood as possible, rubbed up with silver sand, 
and filtered through a sterilised filter. Two female rabbits received 
intravenously, doses of 3 and 3} cc., respectively. Eleven days later 
they received intravenous injections of 1 and 3cc., respectively, of 
the same juice—the juice having been kept in the interval, at a 
temperature just above freezing point. No symptoms were observed 
on the second injection beyond slight dyspnea and uneasiness which 
passed off within a few minutes. 

In the second group I carried out similar experiments in twelve 
female rabbits with the juice of normal human healthy placenta. 
The fresh placentas were minced, washed free of blood, and the juice 
extracted by hydraulic pressure. The doses employed varied from 
3 to 5cc.—in most cases 4cc. The interval between the first and 
second doses were varied from twelve days to twenty-three days. 
The usual incubation period in the rabbit is about ten days, but it 
was thought possible that for placental proteins it. might be different. 
In any case there was little fear of missing the supersensitive state, 
as once it is established in the rabbit it has been shown to persist 
for at least ten days.? 

In seven of these twelve cases, slight symptoms were observed— 
dyspnea, blanching of the ears, loss of muscular tone, and slight 
fall of temperature. In an eighth case, more marked symptoms 
followed the second injection, there being slight convulsions and 
profuse liquid diarrhea in addition to the other symptoms. 

In the third group the conditions were made as realistic as 
possible, pregnant animals being injected with the juice of placenta 
from another of the same species. In this way I made observations 
on two rabbits and one guinea-pig, the placenta in each case being 


removed from a newly killed animal, minced, washed free of blood, 


and the juice extracted by rubbing up with sand and filtering. In 
the guinea-pig there were no symptoms after the second injection. 
One rabbit showed only slight dyspnea. The other rabbit showed 
no symptoms. In the interval between the first and second doses, 
however, it gave birth to three young ones. These were dead when 
found, and on examination showed no obvious morbid appearances. 
It has been shown in other cases‘ that the young of mothers in an 
anaphylactic state are themselves supersensitive to the original 
protein. Unfortunately the death of the young ones precluded the 
possibility of testing this. 

In the next two groups of observations I used powdered placenta 
suspended in normal saline solution. It will be recalled that 
Liepmann believed that the eclamptic toxin is in the cells of the 
placenta and may not be found in the juice. Liepmann’s methods 
were open to many objections, and a great deal of doubt has been cast 
upon his observations accordingly. But, whether right or wrong, 
his work was suggestive, and commanded a great deal of interest, 
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and it seemed worth while to make one or two experiments in 
anaphylaxis along the same lines. Eclamptic placente being 
unavailable, normal ones were used. 

The placente were minced and washed as before: then dried in 
vacuo and powdered to a consistence of soft sugar. The powder was 
a pinkish brown in colour. One gramme of this was suspended in 
about 6c.c. normal saline solution and injected into the peritoneal 
cavity. Owing to the cellular nature of the mixture, intravenous 
injection could not, of course, be used, and, therefore, one could not 
expect such a marked anaphylactic shock. 

Of four rabbits thus injected with human placenta powder, two 
died within twenty-four hours, and post-mortem showed congestion 
of liver and kidneys, and some recent peritonitis. The other two 
animals survived without any discomfort and received second doses, 
eleven and twelve days afterwards. There was not the slightest 
appearance of any anaphylactic symptoms during the twelve hours 
subsequent to the second injections. 

This may be due to the fact observed by Liepmann that the 
poisonous element is very labile, and that powders kept for any 
length of time may lose their toxicity. 

Lastly—as a fifth group—a similar experiment was carried out 
on a female rabbit with powder of rabbit’s placenta, with the 
production of only very slight panting and uneasiness—which might 
merely be due to the injection of a gramme of solid matter into the 
peritoneal cavity. 

To summarise: Anaphylactic symptoms were obtained by the use 
of normal human placenta juice in eight out of twelve rabbits. 
This indicates that human placenta juice contains some complex 
protein body which is capable of acting as a toxin for other animals. 

No results followed the use of eclamptic placenta juice. So far 
as it goes, this may be taken to lend support to the view that the 
toxic element had passed out of the placenta into the patient’s body. 

No results followed the use of extracts of animals of the same 
species. I failed to confirm Rosenau and Anderson’s results, but 
the placentas that I used were absolutely fresh and there was no 
likelihood of autolysis having occurred before use. 

Finally, no results followed the use of powder of placenta, either 
human, or of animals of the same species. 

The question remains—were such anaphylactic symptoms as were 
obtained, due to a placental toxin, or to the small quantity of blood 
serum inevitably present? It is impossible to wash all the blood 
out of a placenta by any method yet devised—either the simple one 
employed in these experiments, viz., washing the minced placenta 
in a muslin bag under running water, or the more elaborate, but not 
more effectual one, of injecting water into the umbilical vein 
immediately after birth. 
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At first sight one is inclined to put down the positive results to 
the contained blood serum—and for the following reason. All 
experiments in which placenta of the same species was used—that is 
to say, all experiments in which any contained blood serum was not 
an alien protein—were negative. These were the cases in which one 
could disregard entirely the presence of the homologous blood serum, 
and had they shown any results, these results would have been 
undoubtedly due to placental alien proteins. These cases, however, 
showed no anaphylactic symptoms. 

Against this must be placed the fact that Scott? found as a 
result of much observation on rabbits, that the minimum dose of 
human blood serum capable of producing anaphylaxis in the rabbit, 
was about lcc. I used doses of 4 cc. of placenta juice, but I am 
quite confident that blood serum was not present in it in anything 
approaching such a quantity as 25%. I believe, therefore, that the 
positive results were due to placental elements. I am inclined also 
to think that these elements were not products of autolysis, as the 
placentas used were perfectly fresh. 

Several observers have noticed that the effects of placental 
extracts are not uniform. This I also found to be the case. The 
three most marked results that I got in the second group were all 
produced by the juice of one particular placenta, which appeared to 
the naked eye to be healthy and normal. It was treated in the same 
way as the others, and contained, so far as I could ascertain, neither 
more nor less blood than the others. 

The results of these experiments, particularly the failure to 
confirm Anderson and Rosenau’s results with homologous placental 
extract, appear to support the view that there is no evidence of 
anything of the nature of anaphylaxis, so far as we at present’ 
understand that subject, in the commoner manifestations of the 
toxemia of pregnancy. 
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Acute Torsion of Normal Appendages with 
Hematosalpinx. 


By J. Nice Srarx, M.D., F.R.F.PS., 
Surgeon to the Royal Samaritan Hospital for Women, Glasgow. 


Torsion of the pedicle of ovarian, parovarian and uterine tumours 
occurs frequently, but torsion of the normal appendages is so very 
rarely encountered that a case recently seen is worth recording. 
The patient was unmarried, 46 years of age, and had always 
enjoyed good health with the exception of slight winter bronchitis 
for the last two or three years. Menstruation was still as regular 
as it had been from the onset and was normal in every respect. In 
January, March and August of this year, however, three attacks of 
abdominal pain occurred, each of which continued acutely for about 
a day, and, gradually subsiding, ended completely in three or four 
days. Relief was obtained in the first and second attacks, without 
the necessity of obtaining medical help, by rest in bed for twenty- 
four hours, the application of hot fomentations, and free action of 
the bowels following a dose of castor oil. The third and most severe 
seizure took place while the patient was from home and, although it 
was so acute that she was compelled to seek medical advice, complete 
relief again speedily followed the former simple course of treatment 
along with a single small dose of morphia. During the illnesses there 
was norise of temperature and the most outstanding features were noted 
as being the sudden and unexpected onset of the pain which occurred 
in the left iliac region, the tenderness upon deep pressure over the 
part, the primary severity of the pain, and the almost complete relief 
within twenty-four hours. For three days the patient remained in 
bed and when she rose seemed almost completely in her usual state of 
good health. From the fact that the pain appeared to be alleviated 
by the passage of flatus and the fecal contents of the bowel it 
was not unnaturally believed that it was somehow connected with 
constipation. It was however advised, in view of the feeling 
of uncertainty as to re-appearance of attacks, that I should be 
consulted, and in the beginning of September I saw the patient. 
She was healthy-looking, well-coloured, and had never been seriously 
ill during her life. Digestion was normal. The bowels were inclined 
to be constipated and it was stated that all three attacks of pain had 
come when there had been no evacuation for a day or two and that 
they had been undoubtedly relieved by a free purgative. As already 
mentioned, menstruation had never given more trouble than the 
ordinary feelings of malaise, but it had been noticed that the three 
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illnesses had all appeared a day or two after the cessation of a 
menstrual flow. 

As the lady was unmarried I examined her under an anesthetic. 
The hymen was unruptured, the vagina narrow, the cervix small 
but pointing normally, the uterus in every respect healthy as regards 
position, size, and mobility. On the right side of the uterus, 
however, and in the position of the ovary, there could be felt a 
tense, firm body about the size of an ordinary tomato, while on the 
left side, although the ovary could not be felt marked enlargement of 
the tube was readily recognized. Nothing abnormal could be 
detected in the condition of the rectum, the pelvic colon, or 
appendix. 


Although the cause of the pain was still doubtful I advised 
operation and this was performed in a Nursing Home. After 
opening the abdomen I was somewhat startled to find a few blood 
clots lying loosely in the upper part of the pelvis, visions of 
undetected ectopic pregnancy flashing upon my mind. Further 
examination, however, revealed a most unusual appearance in the 
left Fallopian tube which was tightly twisted from right to left like 
a corkscrew into three distinct and complete turns, one alongside 
the uterus and the other two in the closest apposition to one another 
and to the uterus. These twisted portions were very dark in colour, 
that nearest the uterus being jet-black. From the third twist the 
remainder of the tube gradually dilated until at the fimbriated and 
open end it was spread out like the distant part of a trumpet, while 
it was packed with firm, dark brown blood-clot. I removed it along 
with the ovary which was normal in size and appearance but lying 
closely applied to and beneath it. On the right side the swelling. 
diagnosed as an enlarged ovary was discovered to be a separate 
tumour embedded between the layers of the broad ligament. I 
easily removed it and on cutting it open afterwards it was found to 
be a dermoid cyst filled with sebaceous material and hairs. A good 
recovery was made from the operation. 


During a large experience of abdominal surgery I have never be- 
fore seen twisting of normal appendages and so far as I can recollect 
have never seen a hematosalpinx with free clot in the peritoneal cavity 
apart from ectopic pregnancy. In fact I was unaware that any 
case of the former had been recorded, but recently I noticed that 
Aulhorn (Zentralb. f. Gynik., No. 16, 1910) reported its occurrence 
in a young woman, 19 years of age, pregnant for three months. 
For a few weeks she had been troubled with slight pain in the right 
iliac region. This had subsided, when quite suddenly it began again 
so severely that she was obliged to groan and shriek and lie in bed 
with the knees drawn up. There was no fever but the pain became 
so intolerable that abdominal section was performed. The uterus 
was gravid and an oval mass three and a half inches in length, 
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bluish-black in colour, was attached to the right side of the uterus. 
This consisted of the right uterine appendages twisted on their long 
axis over 180 degrees. The tube was thickened and distended with 
coagulum. The operation was successful and the patient had 
reached the eighth month of her pregnancy when the case was 
reported. 

If, in my case, the accident had occurred on the right side, it is 
exceedingly probable that a diagnosis of appendicitis would have 
been made and it is therefore important to bear in mind the 
possibility of acute torsion of normal appendages being the cause of 
severe and sudden pain in a woman who appears in good health. 
As to the cause of the torsion I can offer no suggestion which 
satisfies myself. There were no adhesions anywhere and the tubes 
on both sides were normal in length, while the broad and round 
ligaments seemed in nowise different from the normal. 

With regard to the microscopic appearances of the tube there 
were, as I fully expected, absolutely no evidences of pregnancy. 
The blood-vessels were increased in size and much blood clot was 
seen. The leucocytes were very numerous, the epithelium was 
destroyed, and the folds were absent. 

L. Bazy has written an exhaustive essay on hemorrhages from the 
non-gravid tube. He points out that the general belief that preg- 
nancy is always associated with tubal hemorrhage is not justified 
by the evidence shown by careful microscopical examination and 
that there is no embryological reason why bleeding should not occur 
from the tubal mucous membrane without the presence of pregnancy, 
in the same manner as it regularly does from the endometrium. 
Certainly in my case there was no pregnancy either uterine or extra- 
uterine, and yet blood had escaped into the peritoneal cavity in fair 
quantity and the tube was packed with clot. It is unnecessary to 
dwell upon the importance of the social and medico-legal aspects of 
this case, but they are undoubtedly worthy of careful note. 














Simson: Cesarean Section 261 


SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from bevng, in a special sense, typical examples of their class). 


Three Cases of Cesarean Section in Non-contracted 
Pelvis. 


By Henry Stimson, M.B., F.R.C.S. Ed., M.R.C.P. Lond., 


Assistant Gynecologist, West London Hospital, and the Hospital 


for Women, London. 


Tue interest attached to the three cases of Cesarean section I wish 
to place on record lies in the fact that in none of the cases was the 
indication for operation one of those commonly recognized as such. 


Case1. The patient was a young primipara. About a fortnight 
before full time she complained of sharp pains in the lower part of 
the abdomen with frequency of micturition. The symptoms were 
accompanied by a rise in temperature. On making a vaginal exami- 
nation the pelvis was found to be entirely filled with a cystic tumour 


lying behind and below the uterus. The cervix was pushed up ~ 


behind the symphysis pubis and the fetal head was felt above the 
pelvic brim. A diagnosis of ovarian tumour with peritonitis was 
made. It would have been a comparatively simple matter to tap 
the cyst through the posterior fornix, but the patient looked ill and 
the temperature was over 100° so Cesarean section was advised. 
On opening the abdomen a large ovarian cyst was found, which, on 
being incised after the operation, was found to contain semi- 
purulent fluid. The infection was due to the bacillus coli. 


Case 11. This patient, also a young primipara, had been in 
labour over 12 hours when I first saw her. The os was found to be 
easily dilatable and forceps could readily have been applied. The 
foetal head however was pushed over to the left and only the crown 
of the vertex was engaged. Below and to the right of the cervix a 
soft, boggy, oval swelling could be felt which was thought to be a 
dermoid of the right ovary. Under an anesthetic an attempt was 
made to push the tumour up out of the pelvis, so as to allow the 
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foetal head to engage. This was found to be impossible and fearing 
the cyst might be ruptured if the head were pulled past it by forceps 
Cesarean section was undertaken. After delivering the child and 
stitching up the opening in the uterus, the cause of obstruction was 
found to be a second uterus, about three and a half inches long. It 
was soft and congested and inside there was a distinctly thickened 
mucous membrane. There was also a rudimentary third ovary and 
tube. These were removed at once. Subsequent examination 
revealed a small opening, admitting the tip of the little finger, 
situated to the right of the vagina. This opening communicated 
with a complete second vagina at the top of which a small conical 
cervix could be felt. No history of irregularity of menstruation 
before pregnancy could be obtained and there was entire cessation 
of menstruation during pregnancy. 

In neither of these cases was it possible to raise the tumour out 
of the pelvis before opening the uterus and delivering the child. 


Case 11. The patient in this instance was a primipara over 
40 years of age. During the pregnancy she had been seen from time 
to time and her health had been remarkedly good throughout. 
About three weeks before full time, however, she had a slight 
hemorrhagic discharge—there was no pain at all and no other sign 
of commencing labour. She was kept in bed for two days, but on 
getting up she immediately had a sharp hemorrhage, again 
unaccompanied by pain. On examination, the cervix was felt to be 
densely hard and the tip of the finger could just be got into the 
external os. There was marked pulsation in the vaginal vault and 
there seemed to be something soft between the foetal head and the 
lower uterine segment. The vagina was tightly plugged with gauze 
and the patient kept in bed. On removing the gauze 24 hours later 
the hemorrhage had entirely ceased. There were no signs of labour 
coming on. Twelve hours later although the patient was still in 
bed she had another sharp hemorrhage, still without pain. An 
examination under chloroform was made and, with considerable 
difficulty, the internal os was dilated sufficiently to admit one finger. 
A central placenta previa was then proved to be the cause of the 
hemorrhage. The child was lying in the normal L.O.A, vertex 
position. Owing to the extreme rigidity of the soft parts, it would 
have been impossible, without great risk of tearing the lower uterine 
segment, to dilate sufficiently rapidly to turn and pull down a leg 
to control the hemorrhage. A Cesarean section was therefore made 
without waiting for labour to commence. 

One is glad to be able to report a living child and an uninter- 
rupted recovery on the part of the mother, in each case. 
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Keratinising Adeno-carcinoma of the Uterus.* 


By Miss Ivens, M.S. 


S.W., wt. 41, single, a domestic servant, was admitted to the 
Liverpool Stanley Hospital on May 13, 1910, complaining of profuse 
and prolonged periods, severe abdominal pain, and a yellow dis- 
charge. 

Past History. The menstrual periods started at 16, and were at 
first infrequent; at the age of 30 they became regular and rather 
profuse. 

History of Illness. When 38, abdominal pain and excessive loss 
at the periods occurred, with a continuous yellow discharge. The 
patient sought advice, and an ovarian tumour was removed at a 
general hospital, but it presented no unusual features and was not 
examined microscopically. Hemorrhage continued, the patient 
became weaker, and three years after the first operation consulted 
Dr. Joyce, who sent her into the Stanley Hospital for operation. 

On Admission the patient was fairly well-nourished, but weak 
and anemic. She complained of great pain in the lower abdomen. 
The uterus was enlarged to the size of a three months’ pregnancy 
and felt smooth and hard. The cervix was normal; examination 
caused considerable pain and a profuse hemorrhagic discharge. 

Diagnosis. The symptoms pointed to malignant disease of the . 
body of the uterus, and immediate operation was advised. 

Operation. On May 18, 1910, panhysterectomy by the abdominal 
route was performed with removal of the appendages of the right 
side, the left having been removed at the previous operation. Small 
intestine was adherent to the entire length of the laparotomy scar, 
and the stump was covered by adherent sigmoid. No enlarged 
glands could be seen or felt. 

The patient made a good recovery and-after a month’s rest was 
able to resume her occupation. So far there have been no symptoms 
pointing to recurrence. 

Pathological Report. The uterus is generally enlarged and 
thickened, measuring 4} inches in length and the wall is more than 
an inch thick. A mass of white growth infiltrates the wall of body 
and cervix, projecting into the cavity as papillary processes and 
nodules, but stops abruptly at the internal os, and the portio 
vaginalis is unaffected. The right tube and ovary are normal. Dr 


* Read before the N. of Eng. Obst. and Gyn. Society, Dec, 16, 1910. 
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Pantland Hick, Pathologist to the Stanley Hospital, made the 
following microscopical report :— 

“Sections have been made of the growth near the cervix (which 
appears to be the older part of the tumour) and also of the more 
recent fundal portion. These two sections exhibit a very different 
structure. As seen at the growing edge, the growth appears to be 
made up of polyhedral epithelial cells having a distinctly alveolar | 
arrangement. The alveoli vary in shape and size, though for the 
most part the alveolar space is small; the lining cells are irregularly 
arranged and are several layers deep. The advancing columns of 
growth are surrounded in parts by a round-celled proliferation, 
though this is not so marked as in many malignant tumours. 

“The section of the older portion (?.e., from the cervix) has a 
very different appearance; for the most part it is made up of the 
same type of cell as at the growing edge, but the alveolar arrange- 
ment is lost and the tumour now appears to be composed of solid 
columns of cells, though many of these columns present a central 
cleft, apparently the almost obliterated lumen. The cells in the 
centre of many of the columns have become swollen up, have taken 
on a diffuse stain, and their nuclei have become fragmented. This 
hyaline degeneration has produced an appearance very like the cell 
nests seen in an ordinary epithelioma, and this was what the growth 
was at first believed to be, and it was only on cutting sections of the 
growing edge that its definite glandular arrangement was discovered ; 
so that the probable explanation of the condition is that it com- 
menced as a glandular carcinoma, the cells proliferated rapidly so 
that the gland lumina became filled up, and degeneration then 
occurred in the central cells of the column, giving the appearance 
of the cells of a squamous carcinoma.” 

Remarks. Cases of “squamous carcinoma” of the body of the 
uterus have been recorded by Hitschmann! and others, but some 
uncertainty exists as to their mode of origin. Wilson? believes 
that the majority of the cases originate as adeno-carcinomata, and 
that the keratoid changes are secondary. Gebhard* describes the 
first change as being one of uterine ichthyosis with increase in the 
number of layers of surface epithelium in which keratoid changes 
occur. Epithelial processes then penetrate the muscular layer. 
Targett,4 Lewers,> and Doran® have described similar cases. 

The varying appearances of sections taken from different parts 
of the tumour entirely support Wilson’s view, some presenting the 
characters of an adeno-carcinoma, while others are almost indistin- 
guishable from squamous carcinoma. 

The moderate degree of malignancy as shown by the long history 
and absence of glandular infection would agree with this. It is 
uncertain where the ovarian tumour removed three years before had 
any connection with the uterine neoplasm. Had the tumour 
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originated as a squamous carcinoma, the question might have arisen 
as to whether the ovarian tumour was of the nature of a malignant 
dermoid or teratoma. 
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Adeno-myoma in a Tuberculous Fallopian Tube.* 


By Miss Ivens, M.S. 


S.A.F., a young married woman, et. 24, married four years, 
nullipara, came to the Stanley Hospital in June, 1910, complaining 
of dysmenorrhea and dyspareunia of some three years duration. 


Past History. Menstruation started at 15, was usually regular 
every four weeks, lasting about five days. The patient had been in 
poor circumstances, and had been obliged to stand many hours in the 
day in a sweet factory. 


On July 22nd, after some weeks’ out-patient treatment with no 
improvement, the patient was admitted. 


General Conditions. She was thin and anemic, complained of 
backache, insomnia, headache and indigestion. 


On examination, a small anteverted uterus could be felt, a some- 
what thickened right tube, and a tender cystic swelling in the right 
fornix, which appeared to be a prolapsed cystic ovary. On July 
23rd, laparotomy was performed. The right tube was generally 
thickened, with a hard nodule at the uterine end about the size of a 
nut. Towards the fimbriated end, a small localised collection of 
fatty tissue was present under the peritoneum. The ovary was 
cystic. The right tube and ovary were removed, but the left side 
appeared to be normal and was not touched. There were no 
adhesions. The patient made a good recovery, and when seen a few 
months later, declared herself to be quite well in every way. She 
had put on weight and looked much healthier. 


PatuHotoctcaL Report. (7.) A section taken through the nodule 
shows the lumen slightly deflected to one side. The epithelium is 
in a condition of cloudy swelling. The fibro-muscular wall is 
thickened, and scattered irregularly through it are gland spaces, 
forming points just visible to the naked eye. These are lined by 
cubical epithelium, and contain red blood corpuscles, epithelial cells 
and débris. In nearly every instance the gland space is in close 
connection with a tuberculous system, showing well formed giant- 


*Read before the N. of Eng. Obst. and Gyn. Society, Dec. 16, 1910. 
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cells, commencing caseation, round-celled infiltration and points of 
calcification. The gland spaces show no connection with the lumen. 


(z.) A section taken near the fimbriated end of the tube shows 
well-marked miliary tubercle in the sub-epithelial tissue with giant- 
cells, caseation, and occasional calcification. Patches of round- 
celled infiltration are scattered through the muscular wall, and there 
is a small mass of fatty tissue under the peritoneum. 


Although adeno-myoma of the tube is a rare disease, several cases 
have now been reported where it has existed with tuberculous 
salpingitis. Von Franqué! recorded a case which (he considered) 
proved the non-congenital origin of adeno-myomata of the tube. He 
believed the cysts originated as multiple out-growths of the tubal 
epithelium, which passed out into a much branched canal system 
lying between the fibres of a new formation of muscle. He was 
doubtful as to the part played by tuberculous infection, but believed 
it stimulated the tissues to a chronic interstitial inflammation, and 
on the whole was probably the cause of the glandular formation. 
Drs. Parsons and Glendining? brought a similar case before the 
Obstetrical Section of the Royal Society of Medicine. An adeno- 
myoma of the tube occurred with advanced tuberculous salpingitis, 
and there were many adhesions. The authors apparently held the 
same view as Von Franqué, though independently, as no reference 
was made to the case described by him. 


In this case, although both adeno-myoma and tuberculosis of the 
tube are present, there is no evidence that the one is the cause of the 
other. The small tumour is entirely localised to the uterine end of 
the tube, while tuberculosis is more advanced in the ampullary 
portion, and no connection can be seen between the gland spaces 
and the lumen of the tube. If tuberculous salpingitis or an inflam- 
matory condition of the tube caused the adeno-myoma, one would 
expect to find them more frequently associated. In eleven cases of 
tuberculous salpingo-odphoritis upon which I have operated, and 
which have all undergone microscopical investigation, this is the 
first in which an adeno-myoma has been present, and a number of 
cases of adeno-myoma of the tube have been described in America 
and on the Continent without any mention of co-existing tuber- 
culosis. Such a case I brought before the Obstetrical Section of the 
British Medical Association. The view taken by Cullen‘ that the 
glands (like those in adeno-myoma of the uterus) are derived from 
the endometrium is the the most probable one, and is supported by 
the fact that these tumours occur near the tubal angle, that the 
glandular epithelium resembles that of the uterus, and that the 
contents of the glands are apparently retained menstrual secretion, 
which would well account for the dysmenorrhea almost invariably 
complained of in these cases, 
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Chorion-Epithelioma of the Uterus Preceded by Vesi- 
cular Mole and Accompanied by Unusual Nervous 
Symptoms.* 


By Miss Ivens, M.S. 


Marte §., et. 47, married, 10 para, was born in Mannheim, but had 
lived in England the greater part of her life; she came on June 16, 
1909, to the Stanley Hospital complaining of a brown discharge. 

Past History. Menstruation began at 15, was usually regular, 
lasting 3 days. The youngest child was 10 years old. No mis- 
carriages, 

History of Illness. In September, 1908, amenorrhea began, and 
lasted until December 22, when a flooding occurred, lasting nearly 
10 days. Hemorrhage continued intermittently for a period of six 
months until June 16, 1909, when the patient was seen at out- 
patients. She was then anemic, and of an extremely sallow- 
yellowish complexion. The uterus was enlarged to the size of a 
four months’ pregnancy and there was a brown mucous discharge. 
A diagnosis of retained mole was made and the patient admitted. 
On July 7, the uterus was explored, and masses of cysts and old 
blood clots removed from the uterus, which was then curetted. 
Involution took place, discharge ceased and the patient went to a 
remote part of Wales for change of air. While in hospital, 
temperature and pulse were normal. 

Microscopical examination of the tissue removed showed the 
ordinary structure of a hydatiform mole, and there was nothing to 
indicate any chorion-epitheliomatous change. On September 16, 
the patient reported herself at hospital, saying that she felt better, 
and that the ordinary periods had returned. She was still anemic, 
and the uterus felt soft, and rather larger than when she left the 
hospital. On September 28, I saw her again. Hemorrhage with 
the passage of clots had occurred, and the uterus was distinctly 
larger (T.98°4, P.74). The patient was admitted the same day with 
a diagnosis of chorion-epithelioma of the uterus. 

On the following afternoon she complained of cold, shivered, and 
had pains all over. The cheeks were flushed and the temperature 
began to rise, reaching 102° the next day, and 104° the day after. 
There was free uterine hemorrhage. 


*Read before the N. of Eng. Obst. and Gyn. Society, Dec. 16, 1910. 
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No abnormal signs were present in the chest, and on the suppo- 
sition the attacks were due to the uterine condition, I operated on 
October 3. 

Operation. Abdominal Panhysterectomy. The abdominal wall 
was thin but vascular. The omentum was injected. There were no 
adhesions. The uterus was the size of a three months’ pregnancy, 
and dark red in colour. The shape was peculiar, as a localised 
bulging could be seen in the anterior wall, close to the left uterine 
cornu. In the left ovary was a small blood cyst. The peri-uterine 
cellular tissue was vascular and oozed freely, but there was no 
considerable loss of blood. The condition of the patient at the end 
of the operation was fairly good, but she was very cold. 

No reaction took place, the temperature gradually fell, and the 
same night touched 95° for some hours, while the pulse was 90 per 
minute. Rectal salines and brandy were given, and the following 
night the temperature rose to normal. The skin was dry, and the 
face flushed. For two nights the patient did not sleep, and an 
injection of morphia, gr. }, was given on October 5. The following 
morning, October 6, she was stuporose, the pulse was weak and rapid, 
almost uncountable, while the temperature was normal. There was 
no abdominal distension or vomiting, and the bowels acted with an 
enema. Salines were continued into the cellular tissue, and the 
patient throughout took nourishment well. 

On October 7 she became restless, the muscles of the face and 
limbs twitched, and there was loss of sphincteric control. A bruise 
appeared over the left buttock and sacrum and rapidly ulcerated. 
There was slight jaundice. The urine contained a trace of albumen 
and bile. The pulse rate was 144, temperature 101°. On October 
8 there was ptosis of the left eyelid, twitchings of the limbs con- 
tinued and there was some rigidity. The mental state was still 
impaired, there was no response to questions and the patient whined 
feebly when moved or touched. Ankle-clonus was marked, and the 
patellar, supinator and triceps reflexes were increased. 

On October 10 there were signs of reviving mentality, but the 
patient uttered sounds like a child learning to talk. She was very 
restless, and had to be incessantly watched as she tried to roll out of 
bed. On October 12 the wound burst open and had to be stitched 
up again. After this she became quieter, but was still rather dazed. 

On October 13 Dr. Owen was good enough to examine the 
patient, and made the following notes :— 

“The patient is stuporose and restless, does not understand what 
is said and has not spoken for three days. There is incontinence of 
urine and feces. There is a slight icteric tinge of the conjunctive 
and a little edema of the feet. She moves the arms and legs of 
either side equally and as far as her mental condition permits of 
investigation there is no evidence of cranial nerve palsy. Both sides 
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of the face move equally, and there is a good range of eye movement. 
The pupils react sluggishly to light, and there is no optic neuritis. 
The knee-jerks are present, there is no ankle-clonus. On the left 
side there is an extensor response.” 

The wound made no attempt to unite, and on October 17 it was 
sewn up in three layers. After this the patient did well and began 
to sleep soundly. Jaundice disappeared and the ulcer healed. On 
October 31, exactly a month after the operation, she became conscious 
of her surroundings, but remembered nothing of her illness. On 
November 5 she returned home, and was attended by Dr. Bradshaw, 
of Walton, who kindly kept me informed of her condition. On 
November 19 I saw her again. She was weak, and could only just 
stand, but was fairly sensible and talked a great deal. There were 
no signs or symptoms of metastasis anywhere, but she had wasted. 
Knee-jerks were exaggerated and ankle-clonus present. On 
December 23 she was bedridden and emaciated. Contractures were 
present and she lay in a heap, with the thighs flexed on the abdomen. 
The arms were also flexed, and the hands were wasted and claw-like. 
There were still no signs of metastasis and no cough. Fluid 
nourishment was taken well. In January, 1910, the patient died, 
and, unfortunately, no autopsy could be obtained. 

PaTHoLocicaL Report. The uterus is moderately enlarged, and 
shows a dark red mass of clot, adherent to the inner wall. A 
mottled, reddish-white mass of growth penetrates the muscular layer, 
most deeply towards the fundus, and causes a bulging of the anterior 
uterine wall, near the left cornu. The peritoneal surface is smooth, 
and the cervix is unaffected. The left ovary contains a blood cyst. 

Microscopic sections show the usual characters of a chorion- 
epithelioma. Infiltrating the muscle wall and at one point © 
approaching the peritoneal surface are masses of multi-nucleated 
protoplasm, and rounded cells with vesicular nuclei with areas of 
blood extravasation. The syncytium can be seen opening up the 
blood-vessels, which are large and congested throughout. Dilated 
glands are cut across in the endometrium. The cyst in the ovary 
shows lutein tissue. 

Cases of chorion-epithelioma are no longer pathological curiosi- 
ties, but this case presents some unusual features. It is possible 
that the retention of a hydatidiform mole in the uterus, from 
September, when amenorrhea began, until July, when the uterus 
was emptied, at least 10 months, may have had some influence in 
determining the onset of the subsequent malignant change. 
Although there is such a close association between chorion- 
epithelioma and hydatidiform mole, the presence of the latter 
condition cannot be regarded as a sufficient indication for removal 
of the uterus, though in the present case the age of the patient would 
have justified such treatment. 





272 Journal of Obstetrics and Gynecology 


Rigors and feverish attacks are not uncommon in cases of 
chorion-epithelioma, but they are not usually followed by such 
mental and nervous changes. At the onset the patient presented 
the appearance of one suffering from toxemia, probably derived 
from the abnormal! placental constituents of the tumour itself, as the 
attack began before operation. The slow gradual onset of the 
nervous symptoms was evidence against an embolus of growth or a 
hemorrhagic lesion, and the partial recovery was inconsistent with 
an ordinary metastatic cerebral tumour, especially as, throughout, 
headache and vomiting were absent, and there was no optic neuritis. 

It is possible that an inflammatory cerebral reaction followed the 
toxemia, that the low temperature reached had some influence on 
the subsequent condition. When the inflammation subsided it is 
clear that a sclerosis must have slowly developed which ultimately 
caused fatal symptoms. Paralyses of this kind have been recorded 
by Dr. Warrington! as occurring in the terminal stages of carcinoma 
apart from obvious secondary growths, and he considers there is some 
evidence that such a toxemia can cause profound changes in the 
nerve-cells. 

Here, in the absence of a post-mortem, there can be no certainty. 

For the careful notes of this case I am indebted to Dr. A. E. 
Evans, late senior House-Surgeon. 
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Sexual Education. 


Dorkris (La Gynécologie, November 1910) discusses the education of children and 
young people of both sexes by their parents, by science, by morals and by hygiene. 
The early education in these matters should come naturally from the parents, but 
these are usually too ignorant, and even where there is knowledge as in medical 
men, fathers seem to shrink from discussing sexual matters with their own sons. 
Doléris gives examples of this in such men as Pinard. We are driven then to the 
school teachers who however must first be instructed, for in the usual scientific text 
books of physiology for use in schools, reproduction is conspicuous by: its absence. 
A celibate clergy is ruled out of court and Doléris throughout shows a distinct anti- 
clerical bias, blaming the teachings of the (Catholic) church for much of the mystery 
made about sex. He thinks that from an early age children should be taught about 
the reproduction of plants and of the lower animals gradually working up to the 
higher mammals. Normal children will be benefited and abnormal or vicious children 
will probably not get much harm. More detailed instruction should be given about 
the time of puberty and young men should be warned of the dangers of incontinence. 
Temperance in eating and drinking is usually easily acquired and continence in 
sexual matters should be assisted by suitable training and by the example of the 
higher mammals where, for example, the old bull warns off the young one! 

E.H.L. O. 
Sacral Anesthesia in Midwifery and Gynzcology. 

Scutrmpert and Scunerper (Miinch. Medizin. Woch., No. 49, S. 2561). Novo- 
cocaine was used, and preparation of solutions and technique are given as used 
in the Freiburg Hospital under Professor Krénig. 

In midwifery scopolamine-morphine narcosis was combined with the sacral anzs- 
thesia. The conclusions arrived at are :— 

(1) The technique of Gross and Lawen is the one recommended in sacral 
anesthesia. 

(2) Puncture of the sacral canal, especially in stout persons, demands considerable 
practice. In very stout persons the procedure is not advisable. 

(3) When sacral anesthesia is carried out correctly there is no danger during 
its administration nor any deleterious after-effect. 
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(4) Sacral anesthesia is recommended in the following gynecological operations : 
Operations for prolapse, plastic repair of perineum, pile operations and operations 
upon the vulva and ano-perineal parts. 

(5) In midwifery sacral anesthesia is recommended for operations involving parts 
supplied by the sacral plexus, such as forceps, perineal suture, etc. 

(6) Combined with scopolamine-morphia narcosis it is recommended in sensitive 
patients for the purpose of getting immediate analgesia and anamnesia to labour 
pains, which will continue throughout labour. F.E. 


An Improvement in the Technique of Bimanual Examination. 

J. SonNENFELD (Monats. f. Geb. u. Gyn., 1910, Bd. xxxii, S. 572). In order to 
obtain a suitable relaxation of the abdominal wall in bimanual examination several 
plans have been suggested, such as those of Sellheim who recommends that the 
patient be requested to retain her urine as long as possible and to empty the bladder 
immediately prior to examination, and also that during the examination she shall 
be directed to raise her pelvis from the surface of the table and then lower it again. 
Both these methods have been found useful in some cases but not generally. 
Sonnenfeld employs the well-known manceuvre of Jendrassik and tells his patient to 
pull vigorously upon her interlocked hands. As her attention is by this means 
directed away from the matter in hand the abdominal wall relaxes and renders 


examination of the pelvic organs much easier in almost all, cases, while it has the 
merit of simplicity. W.R. P. 


Conservatism in Operations on the Uterine Appendages. 

Lewis C. Morris (Amer, Journ. Obstetrics, December 1910) states that true 
conservatism has for its objects :— 

1, The removal of pathological tissues or the institution of such treatment as will 
permit these tissues to so far return to normal as to permit them to perform their 
physiological functions, 

2. The relief of the various disturbances and symptoms resulting from the 
presence of disease. 

3. The maintenance of the integrity and patency of the Fallopian tubes on one or 
both sides, in order that their functions as oviducts may be maintained. 

4. The conservation of all of both ovaries, or as much of both or of either as is 
consistent with the correction of the pathological conditions present. 

He gives details of conservative operations with after histories of the cases, and 
comes to the following conclusions :— 


1. No woman under forty years old should have both ovaries removed except in 
the presence of tuberculosis or cancer. 


2. Resection or amputation of diseased parts and plastic work on the tubes will 
occasionally be followed by conception. 

3. Even in the presence of infection and more or less involvement of both tubes 
or ovaries, plastic work followed by pelvic drainage and the Fowler position may be 
followed by regeneration. 

4, Radical or sacrificial surgery and conservative or conservation surgery has 
about the same mortality but a vastly different morbidity. 


5. A very occasional secondary operation may become necessary which might have 
been avoided by doing radical work. 8. J. A. 


The indications for Pfannenstiel’s Transverse-fascial Incision. 
R. T. Jascuxe (Muenchener m. Woch., 1910, No. 44, S. 2283). Ten years have 
gone since Pfannenstiel published his method of transverse incision of the abdominal 
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fascie. It was at first said that his incision was only suited for small operations 
and in clean cases. 


From the results of 1000 operations where this method was used the author 
reasons as below. 

An unquestioned advantage of this incision is the cosmetic result. For if the 
incision lie in a told and just at the upper margin of the pubic hair even the 
operator himself cannot find the scar a year later. If suppuration or formation of a 
hematoma takes place this incision has a great advantage over the usual longitudinal 
incision, since the only weak point in the transverse incision is in the middle line, 
and this may escape the suppuration. 

A second advantage is that of much earlier getting up after this incision. The 
author has got up elderly patients for an hour on the day of operation where 
bronchitis, emphysema or other lung trouble has rendered respiratory complications 
dangerous. 


A third advantage is the lessened chance of hernia. Kroenig and Doederlein 
give similar results. 

As to disadvantages, the chief was said to be that if the fascia was widely 
divided necrosis of the fascia might result. The author has divided from one iliac 
spine to the other without any bad result. 

’ To gain the space for big tumours the incision may be placed higher up, and in 
this way operations for cancer of the uterus can be carried out. 

When there are adhesions high up in the abdomen or the tumour is very large the 
transverse incision is not indicated. 

In the technique it is important to use interrupted sutures of fine material and to 
pick up small portions of tissue in each suture, F. E. 


The After-History of a Case of Colopcleisis. 

Catttaup (Revue de Gyn., December 1910) gives the result of; an operation after 
seven years. The operation was performed for a very large vesico-vaginal fistula. 
The patient now had no vesical troubles although menstruation has been present for 
three years. He concludes that in very exceptional cases, such as the patient in 
question, the operation may be of great value. Cc. W. 


Artificial Vagina by Intestinal Transplantation. ' 
Apapig,Oran (La Gynécologie, November 1910), relates a case, the seventh in 
literature, of this operation. The patient wag a stout girl of 25 who wished to get 
married but had no vagina. Examination did not reveal any uterus and the rectum 
and bladder were found to be in contact. An incision was made in the perineum 
and the dissection was carried up between the rectum and bladder till the peritoneum 
was opened. A forceps was pushed up and the space was packed with gauze (note 
that the gauze should not be round the forceps or this will not open to seize the 
bowel later). The abdomen was then opened in the middle line with the patient in 
the Trendelenburg position. A loop of bowel sufficiently movable was found about 
50cm. from the cecum and about 25cm. were cut out and the ends closed: the 
mesentery was divided up for about 12cm. The intestinal canal was reconstituted 
by a circular enterorrhaphy and the mesentery sutured in front of the free loop. 
The apex of the loop was brought down to the vulva and maintained there while 
the abdomen was being closed : a drain was left. The apex of the loop was sutured 
to the skin of the vulva and opened. The vagina so formed was sufficiently wide 
to obviate the necessity of dividing the spur between the two limbs of the loop. 
This method was chosen as giving a better result and because there would have been 
too much traction on the pedicle had one end of the bowel been brought down. The 
operation was successful. The ethics of the operation are dealt with apologetically. 


E. H. L. O. 
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Grape-like Malignant Tumour of the Vagina in a child. 

Knoop (Zeitschr. #7. Geb. und Gyn., Bd. Ixvi, Ht. 3, p. 569) gives a detailed 
account of the histology and clinical history of a case. He discusses the views held 
by different pathologists as to the nature of these tumours, and appends a useful 
bibliography. R.W. J. 


A Rare Case of Congenital Malformation of the Female Genital 
Organs. 

Finzi (Annali di Ostetricia, November 1910) describes a case of extreme mal- 
formation of the female genital organs, seen post mortem in the Anatomico-pathological 
Institute of Pisa. The subject was a woman of 40, in whom it was found that the 
hymen was imperforate, double, and longitudinal in direction. In the internal 
genitals there was complete aplasia of the vagina without a trace off it remaining, 
and the place of the uterus was taken by two cylindrical muscular bodies, divergent 
above, convergent but not united below. They were imperforate and showed no 
evidence of previous canalisation. The tubes were normal and canalised. The 
ovaries, ligaments and kidneys were also perfectly normal. 

Finzi is of opinion that the defects described must have originated at a very early 
period of development, (1) because of the entire absence of the vagina, (2) because 
of the position and inclination of the Miillerian ducts, (3); because of the atresia of 
the posterior part of these ducts (uterine body), an atresia which may have been 
original and due to the same factors which first disturbed the descent and then the 
reunion of the ducts, and (4) because of the evident contemporaneous formation of 
the ducts and of the genital cord. The fact of the perfect development and normal 
canalisation of the tubes is not opposed to the hypothesis of original atresia of. the 
uterus, due to the probable diverse origin of the anterior and posterior parts of the 
Millerian ducts. It is probable that the hymen is genetically independent of the 
ducts, and its curious form may be attributed to a process of hyperplastic hyper- 
trophy. The uterus, didelphic and atresic, with aplasia of the vagina, may be 
classified as an example of Schwalbe’s double formation with system defects. 

J.H.F. 
Wounds of the Isthmus Uteri. 

Rovuttann (La Gynécologie, November 1910) treats of wounds of the uterus in the 
region of the os internum, excluding those which start at the os externum and 
invade the inner portion. He describes in detail the case of a woman suffering from 
a septic wound, self inflicted with the intention of procuring abortion. Two other 
cases following full time labour are described and the danger of sepsis with conse- 
quent lymphangitis and parametritis is insisted on. Immediate treatment must be 
directed to avoiding or reducing any infective process: repair should be a secondary 
operation. E. H. L. O. 


Leiomyoma of Cervix. 

Kors (Zeitschr. f. Geb. und Gyn., Bd. Ixvii, Ht. 2) describes five cases of 
myoma of the vaginal portion of the cervix, including one of a large leiomyoma 
associated with complete prolapsus uteri. R. W. J. 


The Pathology of Double Uterus. 

Priquanp (Revue de Gynécologie, November 1910) gives an excellent article on 
double uterus. In one section he discusses the theories which have been advanced 
to explain the condition. 

I. Uterus didelphys. In this condition there is complete absence of fusion of 
the Miillerian ducts. The defect is a very early one, occurring in the second month 
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of gestation. In marsupials and other animals in which the uterus and vagina are 
normally double, the two genital canals are separated by the bladder, ureters and 
rectum, and some have thought that a primary abnormality of the ureters may be a 
cause of the condition in woman. In seven recorded cases the rectum has been 
adherent to the bladder and the ureters have run forward between the two uteri. 
The condition in these cases appears to have been due to either an adhesion between 
the hind-gut and the allantois or to a displacement inwards of the Wolffian ducts. 
These cases are frequently complicated by imperforate rectum and abnormalities of 
the urinary tract. 

II. Uterus pseudo-didelphys and uterus bicornis. (a) One of the earliest theories 
was that a sickle-shaped peritoneal fold containing an allantoic remnant ran from 
the bladder to the rectum and separated the Miillerian ducts above. This band has 
been frequently found both in cases of uterus pseudo-didelphys and uterus bicornis, 
but the allantoic bud has not been demonstrated by dissection and in over ninety 
per cent. of recorded cases no mention is made of the presence of the band at all. 
Another objection is that it is difficult. to see why such a band should not cause a 
uterus didelphys in every case. 

(b) Foetal peritonitis has been thought to cause adhesions which kept the 
Millerian ducts apart, but signs of preexisting peritonitis are only found in a small 
percentage of cases and also it must be remembered that the peritonitis would have 
to occur as early as the second month of intrauterine life. 

(c) Abnormal shortness of the round ligaments holding the two ducts apart may 
explain some cases but the round ligaments are often normal and in one case 
examined by the author they were long and feebly developed. 

(d) Increased width of the pelvis allowing an unusual separation of the ducts. 
This is more often the consequence rather than the cause of the condition, and 
frequently the pelvis is small. 

(e) Inclusion of Wolffian remains will explain a small number of cases where 
tumours of an adeno-myomatous type have been found separating the two uteri. 


C. W. 


Tuberculosis of the Body of the Uterus. 

R. ALEssaNDRI (Surgery, Gynecology and Obstetrics, November 1910) removed 
the uterus and appendages from a nulliparous woman of 43 years on the supposition 
that it contained a fibro-myoma. The patient had suffered from irregular metro- 
rrhagia for three months; there was a slight mucoid discharge between the losses, 
which were never severe. The uterus was almost twice its normal size. A bossy 
projection on its anterior surface appeared to confirm the diagnosis, but on section 
this preved to consist of a rounded mass of yellowish caseous material, encapsuled 
by bands of fibro-muscular tissue. Typical tubercles were found in this focus and 
also scattered about in the myometrium and deep layers of the endometrium. The 
ovaries and tubes were macroscopically normal and microscopically free from tubercles. 
No bacilli were found in the sections but intraperitoneal inoculation of a guinea-pig 
gave a positive result, as also did a skin inoculation of the patient. M. H. P. 


Illumination of the Cavity of the Puerperal Uterus. 

Srrzinsxy (Monats. f. Geb. ti. Gyn., Bd. xxxii, extra Heft S. 51). The writer 
describes the technique of illumination cf the uterine cavity by Professor Ott’s 
apparatus which resembles in some measure the cystoscope, and urges the value of 
the method in diagnosis and treatment of pathological conditions after delivery. He 
considers it to be a safe and comparatively easy manipulation to carry out and that 
it enables one to limit infections in bacterial disease and to locally treat uterine 
rupture. Inasmuch as serum treatment has been found of little avail, local treatment 
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is particularly desirable, and up till now uterine douching gives no guarantee that 
the absorptive power of the tissues may not be increased by the intrauterine rise of 
pressure, thus giving occasion for spread of the infection to the peritoneum, etc. By 
the use of the illuminating speculum the infected cavity can be treated like an 
ordinary open wound and the results since 1902 have steadily improved. The uterine 
cavity can be seen clearly, blood-clot, portions of decidua and placenta can be located 
exactly and removed, pathological secretions can be obtained directly for examination 
and fluid medicaments such as alcohol can be applied to every nook and corner. 
Drainage right up to the fundus can be successfully obtained and the mucosa can be 
cauterised or otherwise dealt with, while all the time the cervical canal is kept well 
dilated so that there is no danger of retention of secretion, and the presence of 
tears in the musculature demonstrated and their extent determined. Bleeding points 
can be secured, perforations examined and the presence or absence of a loop of 
intestine, etc., can be accurately diagnosed. W.R. P. 


Hematology of Menstruation (the Uterine Pigments). 

Keirrer, Brussels (Z’Obstétrique, December 1910), publishes a series of 26 
microphotographs of the uterus from bitch, sheep and woman. Some of these are 
from injected specimens to show the circulation and others are given to show the 
distribution of various pigment masses in the mucosa. This pigment is not found 
normally in woman nor in animals that rut frequently, as the rabbit, but is occa- 
sionally found in women who have suffered from prolonged, menstrual periods as in 
uterine myomata. The paper does not lend itself to summarization. E. H.L. 0. 


The Treatment of Dysmenorrhoea. 

DrenkHaun (Zentralb. f. Gyn., 1910, No. 47) advises the use of atropine for 
this complaint. He sprays 1 milligram of atropin, dissolved in 1 c.cm. of water, 
into the cervical canal, or, if he has not a spray, introduces it with a cotton-wool 
tampon. He describes two cases, in one of which the pain was so severe that the 
patient could not move to the edge of the bed; after the application of the atropine 
the pain immediately ceased. 

In acute and chronic inflammatory conditions of the uterus he considers the usual 
methods of sitzbath, douching, ichthyol and glycerine tampons, etc., are much more 
efficacious if the cervix is first atropinised. W.F.S. 


Abdominal Exohysteropexy. 

Sante Souterr (Zeitschr. f. Geb. und Gyn., Bd. xvii, Ht. 2) records experience 
of this operation in sixteen cases. He regards the operation, as modified by Kocher 
(the fundus being brought under the skin of the abdominal wall) and combined 
with plastic operations on vagina and perineum, as an excellent one in prolapse with 
cystocele and rectocele, in retroflexion with adhesions, or torsion of the uterus. 

R. W. J. 


Parasitic Myomata. 

E. H. Ricnarpson (Surgery, Gynecology and Obstetrics, September 1910) reports 
an instance of complete separation of a fibroid from the uterus. It is only the third 
met with at the Johns Hopkins Hospital in 21 years. Kelly and Cullen found the 
other two in a series of 1674 cases. A movable tumour, about the size and shape of 
a kidney, could be felt in the umbilical region. No connection could be traced 
between it and the uterus which was considerably enlarged by a fibroid. On opening 
the abdomen the tumour presented a very remarkable appearance, being of a dark 
violaceous colour, with a lobulated surface, and of a moderately firm consistence. 
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Surrounding the tumour on all sides and adherent to its posterior two-thirds were 
loops of small bowel. The omentum was densely adherent along its upper border, 
and lying coiled in it was a large thrombosed vein with its walls intact, but having 
no connection with patent veins. The tumour was far removed from the uterus, 
without any signs of recent or old connection with it. It was easily dissected out 
and removed with the thickened part of the omentum. On bisection the parasitic 
fibroid resembled, even more closely than before, an anomalous kidney, but micros- 
copically it was found to be a degenerating myoma. Richardson traces the chain of 
events leading to this state of affairs and points out that ascites is often associated 
with parasitic myomata. It is probably dependent upon twisting of the adherent 
omentum, with resulting congestion and exudation of lymph into the abdominal 
cavity. The enormous size of the thin-walled vessels in the adherent. omentum, and 
the readiness with which they are torn during operation, are referred to. The 
alarming hemorrhage thus caused is familiar to abdominal surgeons. Richardson 
states that this fact certainly emphasizes the necessity of using great caution in 
testing the mobility of a myoma whilst making the routine clinical examination. 
M. H. P. 


Contribution to the Study of Endothelioma of Uterus. 

Sroiz (Gynekologische Rundschau, Jahrg. iv, Ht. 22). The author collects the 
published cases of endothelioma of the cervix with a histological report, comprising 
15 in number. 

He reports a case with a careful histological report, which he thinks is probably 
a malignant endothelioma of the cervix, lymphatic in origin. There are numerous 
cellular masses imbedded in an cedematous and hemorrhagic stroma. One of the 
most marked features is the large number of lymphatic and blood-vessels in the 
stroma. Whilst some of the lymph-vessels are normal, others possess an epithelium- 
like endothelial layer. The cells are cubical or cylindrical and the nuclei are 
characterised by an increase in size and by deeper staining properties. They are 
arranged in single, double, or many layers. When the lumen is filled up with the 
growing cells, the masses spread out into the surrounding tissues. Giant cells are 
occasionally present. J.¥. 


The Non-Surgical Treatment of cancer of the Uterus. 

In the Annali di Ostetricia, September 1910, is published an account of Professor 
Mangiagalli’s address at St. Petersburg to the Obstetrical and Gynecological 
Congress. Discussion of usual, purely, palliative treatment, medical or surgical, was 
excluded, and only these means were considered which held out hope of being 
elective or limited in their action to neoplastic tissue. Alike from anatomical as 
from clinical data there was reason to believe in the possibility of the spontaneous 
cure of cancer. As Virchow has pointed out, carcinoma is not a persistent tumour, 
its cells have a limited life and succumb in a relatively short time to retrogressive 
changes. The true obstacle to its cure lies in the continued formation of new foci 
and an ideal therapy would consist in provoking the degeneration, elimination or 
absorption of cancerous cells and in arresting their proliferation. Such an anatom- 
ical conception finds support in clinical observation where tendency to cure has been 
noted especially in some breast cases under certain conditions such as high fevers, 
extensive burns, erysipelatous infections, or profound blood changes, due to great 
exhaustion. In treating an'immense number of cases of uterine cancer Mangiagalli 
has never seen one which showed any tendency to spontaneous cure, and for this as 
for many other reasons cancer of the uterus may be regarded as the most untractable 
to any treatment save radical surgical intervention. The importance of prophy- 
lactic treatment in this connection cannot be unduly exaggerated, since cancer rarely, 
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if ever, develops from a healthy organ or normal cell-elements, and some of the 
preceding lesions such as syphilitic infections, inflammations of the hyperplastic 
type, or severe lacerations of the cervix, are so frequent as to merit the title of 
pre-cancerous. 

Referring briefly to the two main opinions regarding cancer, (1) that it is a 
development from embryonic “rests” or (2) that it is parasitic in origin, Mangiagalli 
thinks that the hypothesis which deserves most attention is that of Ehrlich. 
According to this, cancerous cells, no matter how they originate, require a certain 
specific substance (Wuchstoffe), wanting which one has that natural immunity which 
he calls atreptic. On this basis, the hope arises that a chemical substance may be 
found which will neutralise the specific substance necessary for neoplastic growth. 

Various means of cure which were based on clinical observation, speculative 
hypothesis or experimental research were tried by Professor Mangiagalli, but he is 
forced to admit that up to the present time there is no curative method which will 
act with a degree of certainty even remotely comparable to surgical cure. In face 
of the discouraging results obtained clinically, it is to be observed that the active 
immunity produced experimentally in the rat against carcinoma and sarcoma is 
confirmed by all scientific workers and is the one positive fact gained to science in 
the specific treatment of tumours. Another point which has been brought out 
experimentally is that neoplastic tissue is less resistant to heat than normal, 
wherefore we may hope that physical treatment as by radium or electric currents 
may justify the optimistic views held regarding them, even if at present the 
technique of the methods is in its infancy. 

In any case if there is not yet obtained the realisation of immunising agents for 
which experimental research made us hope, we may yet look to the future with 
minds less destitute of hope, since we even now possess many means which in certain 
cases have been proved to check the progress of neoplastic growth and which allow 
surgical action to be more efficacious. J. H.F. 





A Rare Anomaly of the Ovary. 

Mantetitr (La Ginecologia Moderna, October 1910) describes two cases he has 
observed in which the ovaries were more than double their natural length, and refers 
to the fact that very few similar cases have been recorded in literature. 

The first case was that of a woman, 47 years old, a multipara who died in the 
hospital of Turin 6 days after complete hysterectomy for carcinoma of the uterus. 
On examination of the ovaries the right was seen to be normal in dimensions and 
colour. The left, normal in colour, was 8cms. in length. On microscopic examina- 
tion, the left was seen to be largely constituted of dense connective tissue, hyaline 
in certain parts and very poorly vascularised. In it here and there were seen folliculi 
Sophori in diverse stages of development, some in a state of atresia. There were no 
remains of corpora lutea, showing that the left ovary was not only abnormal in size 
but incapable of producing normal and fertilisable ovules. Very probably other 
signs of degeneration could have been discovered in the woman had a more minute 
examination been possible and had her history been obtained. 

In the second case Mantelli was more fortunate as regarded history and examina- 
tion. The patient was a peasant woman of 38 who all her life had been considered 
as lacking in intelligence and no pains had been taken to educate her. Some years 
before admission she had suffered from menorrhagia, leucorrhoea, and a sense of 
weight in the lower abdominal region. Then a swelling in the lower abdomen was 
discovered and she was taken to hospital. The diagnosis of uterine fibro-myoma 
was made and subsequently confirmed by laparotomy. Total hysterectomy with 
removal of the adnexa was performed. Both ovaries normal in breadth and thickness 
‘were 12cms. in length. On microscopic examination their structure was found to be 
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normal. This case is evidently one of degenerative change because the anomaly in 
size of the ovaries was associated with other degenerative physical and mental 
stigmata. Nega has described such a correlation in his cases. Presence of a uterine 
tumour may or may not be due to the same cause, as it is sometimes held that 
tumours occur frequently in patients who present other signs of degeneration. In a 
work by Rouffert and Delponte on congenital malformations of the female organs 
association with tumours is noted in 50 per cent. of the cases, existence of other 
degenerative signs in 40 per cent. It may be because tumours specially require 
surgical interference that coexistent malformations are noted while the latter may 
exist unobserved in individuals who never seek surgical treatment. In this connection 
statistics collected by pathologists would be more trustworthy than those made 
clinically. J. H.F. 


Racemose Papilloma of Both Ovaries. 

G. Kuri (Zentralbl. f. Gyndk., No. 49, 1910) exhibited, last year, before a 
meeting of a medical society, a pair of tumours remarkably like hydatidiform moles 
in external appearance. They had developed in the ovaries and were associated with 
very free ascitic effusion; the fluid was not blood-stained. They had been removed, 
a few hours before they were exhibited, by operation. They were easily removed 
entire, but secondary vesicles adherent to the parietal peritoneum and omentum were 
detected in great numbers, and as many as were visible were dissected out. The 
primary tumour was for the most part made up of vesicles of considerable size, semi- 
tumour was for the most part made up of vesicles of considerable size, semi- 
transparent and with shiny surfaces reflecting surrounding objects. Under the 
microscope, the tissues of each vesicle were found to be dropsical, and its surface was 
invested with a single layer of cylindrical epithelium; the cells were rather low, 
they showed no signs of degeneration and at certain points they were detected 
invading the deeper cedematous connective tissue. On the other hand, some of the 
vesicles on the primary tumours and most or all of those which had become 
implanted on adjacent tissues had undergone marked changes, being tough and of an 
opaque white colour. The epithelial investment showed signs of degeneration, and 
calcareous deposits accounted for the opacity and colour of the vesicles. Klein 
considered that these changes represented a salutary destructive effect of trans- 
plantation, the peritoneum making war on the implanted growth and destroying them. 
He recommended that a tumour of this type should be called “Vesicular hydropic 
Papilloma of the Ovary.” 

[It is highly probable that more than one specimen of ‘‘Rokitansky’s tumour”’ 
was really an cedematous free (extra-cystic) papilloma, that is to say a vesicular 
hydropic papilloma of the ovary as the author calls it, and not a collection of 
Graafian follicles, the seat of adenomatous changes. How follicles can come to lie 
in clusters free in the peritoneum has never been explained by the older writers who 
described ‘‘Rokitansky’s tumour.”” As to the destructive effect of the peritoneum on 
detached papillomatous growths or portions of the main papilloma left behind after 
operation, see Reporter, “Papillomatous Cyst of both Ovaries causing profuse Ascitic 
Effusion,” Trans. Obstet. Soc., vol. xxxiv, 1892, p. 149, with discussion. (The 
patient was free from recurrence over two years later.)—ep.] A.D. 


Intraperitoneal Hemorrhage from Rupture of an Ovarian 
Hzematoma. 
Jayie (Revue de Gyn., December 1910) reports a case where a virgin aged 48 was 
seized with all the symptoms of severe intraperitoneal hemorrhage. Her condition 
was such that no operation could be performed for four days. At the end of that 
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time when the abdomen was opened two and a half litres of unclotted blood were 
removed. There was a fibroid of the uterus present weighing 580 grams and the 
bleeding had come from the rupture of a hematoma of the right ovary. The 
hematoma was as big as a “big nut” and was thought to have come from a follicle. 
The other ovary and both tubes were normal. The author points out that intra- 
peritoneal hemorrhage is not always due to ectopic gestation especially in patients 
who have uterine fibroids. Cc. W. 


Cholesteatoma in the Ovary. 
Piuz (Zeitschr. f. Geb. und Gyn., Bd. Ixvii, Ht. 2) describes fully the macros- 


copic and microscopic appearances of a case of this rare ‘condition. A bibliography 
is appended, and other recorded cases discussed. R. W. J. 


Echinococcus (Hydatid Disease) of the Fallopian Tube. 

Dasuxevitcs :(Zentralbl. f. Gyndk., 1910, p. 1663; (Russian) Journ. fiir Geb. u. 
Gyn., 1910, p. 285) reports an instance where a woman aged 43 came under his care 
for a pelvic tumour which had recently been growing and becoming uncomfortable. 
For the last four years it had steadily, though very slowly, increased in size. The 
patient had only once been pregnant, twenty years previously. About two years 
after delivery the tumour was first noted. Hence it had existed for eighteen years. 
There was a clear history of attacks of pain and diminution of the tumour, the first 
attack was sharp and followed a strain about twelve months after its first detection. 
Occasionally it vanished altogether for a long space of time. As it had grown larger 
for four years Dashkevitch operated. An elastic mass filled Douglas’s pouch, it was 
covered by intestine. As there was difficulty in detaching it, a puncture was made 
and a quantity of daughter-cysts escaped. The main cyst wall could then be 
separated and removed. The left Fallopian tube was amputated, being greatly 
distended. The pelvic cavity was drained with gauze, an intestinal fistula developed 
but it closed after convalescence. The distension of the tube, bulbous in form, was 
due to some daughter-cysts in its canal. The primary seat of the hydatid disease 
was not, in Dashkevitch’s opinion, at all clear. 

Eighty cases of echinococcus of the Fallopian tube have been collected by Benoit. 
Doléris’ case, reported twenty-one years ago, where, as in Dashkevitch’s, the tubal 
canal was full of cysts, may have been primary. In Eden’s specimen (JouRNAL, 
vol. vi, 1904, p. 19, “A Case of Primary Hydatid Disease (Echinococcus) of the 
Fallopian Tube”) the tubal canal was intact; the cyst, over four inches in its longest 
diameter, occupied the wall of the tube. Vautrin and Frontgous have also written 
on hydatid disease of the Fallopian tube. A.D. 


The Treatment of Salpingitis with Fistulz into the Rectum. 
Cuavannaz (Revue de Gyn., December 1910) mentions six cases in which he has 
treated this condition by removing the ovaries, tubes and uterus by the abdomen. 
The opening in the rectum was then closed by separate silk sutures and a gauze 
drain brought out of the vagina. The results obtained were satisfactory. C. W. 


Malformation and Inguinal Hernia of the Right Appendages. 

JEANNIN and WitHetm (Bulletin de la Société d’Obstétrique de Paris, etc., No. 8, 
November 1910). An interesting abnormality was exhibited by these authors before 
the Paris Obstetrical Society, obtained post-mortem from a woman who died of 
unknown cause on the day following a labour at 84 months. 

The uterus and left appendages were normal, but the right Fallopian tube and 
ovary had no connection with the corresponding uterine cornu. They were traced on 
the other hand to the right internal abdominal ring, through which they entered the 
sac of an inguinal hernia. 
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The right inguinal canal on dissection was found to contain (1) the Fallopian tube, 
with the fimbriated extremity projecting from the internal ring, and lying free in 
the abdominal cavity; (2) the utero-ovarian ligament and ovary; (3) the round 
ligament, which could only be traced for 2 or 3cm. 

The authors explain the deformity by including it under the heading of 
Didelphism, They consider that the uterus and left appendages represent the 
corresponding Millerian duct. The right duct, on the other hand, is atrophied in 
its inferior portion (uterine) and has followed the corresponding Wolffian ligament 
and Ovary to the inguinal region. 

A full paper by Jeannin and Wilhelm on this deformity will appear in 
L’Obstétrique during 1911. B. W. 


Extra-uterine Feetation with a Feetal Skeleton. 

Detetrez, Brussels (La Gynécologie, November 1910), describes the case of a 
woman of 52 who had carried an extra-uterine foetus for about 20 years. After an 
acute attack of peritonitis she had no further trouble till lately when she had 
recurring attacks of peritonitis: vaginal examination revealed the presence of a 
tumour the nature of which was not diagnosed. It was found to be a large right 
tube to which the appendix was adherent. The appendix was removed but the tube 
could not be extirpated and was “marsupialized.” It contained the skeleton of a 
four month feetus. Recovery was somewhat tedious but the woman was able to 
leave hospital in a month. E. H. L. 0. 


The Clinical Significance of the So-called Paget’s Disease of the 
Nipple (Cancer Eczema of the Breast). 

G. Hirscuen (Muench. med. Woch., 1910, No. 50, 8. 2633). The author says that 
Paget thought the chronic irritation of the eczema caused cancer in the breast; 
whereag really it is the irritation by cancer cells, or cancer products, from the 
pre-existing cancer in the breast which causes the eczema on and round the nipple. 

Two interesting cases are given. In the first case the eczema was present 24} 
years before a painful lump in the breast drove the patient to see her doctor who 
at once sent her to be operated upon. In the second case a still more instructive 
story is before us of the usual fatal procrastination in these cases. For 14 months 
a pustular eczema was treated with ointment. Then a doctor was called in and he 
treated the eczema. Another doctor was called in and he thought very little of the 
disease and gave arsenic for half a year. Then the patient had tension in the breast 
and numbness in the arm. Another doctor was consulted and he considered it a 
case of neglected eczema and proceeded to use alternately ointment and lead 
lotion. The eczema bloomed vigorously. Owing to the pain and suffering the patient 
consulted a skin specialist who at once advised operation. 

Here it may be remarked that the author found under the eczema a lump as 
big as a hen’s egg in the breast and hard glands in the axilla. So blinded can we be 
by a dominant idea. Notwithstanding an extensive operation which necessitated 
skin grafting afterwards, recurrence scon took place. Hirschel hopes to make 
universally known to the profession, by publishing these two cases, that chronic 
eczema of the nipple and its areola must be taken most seriously, and when the 
diagnosis is at all uncertain the breast must be incised for confirmation or removed 
when a small carcinoma will be found to which the eczema is secondary. Thus a 
certain and permanent cure is gained. 

“Cancer-eczema” of the breast is a more suggestive and proper designation for 
this kind of disease than “Paget’s nipple” since Paget merely drew attention to the 
clinical picture and was of the opinion that the cancer arose out of the eczema 
whereas really the eczema ig caused by cancer products from the milk ducts. F. E. 
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Prolonged Gestation—a clinical and forensic Study. 

Crutta (Zeitschr. f. Geb. und Gyn., Bd. Ixvii, Ht. 2) contributes an exhaustive 
study of the cases in Bossi’s clinic and others culled from the literature during 
sixteen years. While not denying the influence of race, individual idiosyncrasy, 
age, stature, sexual history, etc., the author finds the main cause to be an excessive 
and premature fatty degeneration of the uterine muscle. Clinically such cases are 
often associated with delayed labour, and slight atonic post partum hemorrhage, 
with a rather greater than usual frequency of operative interference. In his series 
the foetal mortality was 74 per cent. He regards the length of the foetus as a more 
accurate criterion of post-maturity than its weight. In regard to the forensic aspect 
of the question the author points out that his figures show that 4°5 per cent. of 
pregnancies are prolonged over 300 days, 1°9 per cent, over 310 days and 0°5 per 
cent. over 320 days. He therefore demands an alteration in the extreme limits of 
pregnancy laid down in the legal codes in Europe, particularly the French and 


Italian. R. W. J. 


Matabolism during Pregnancy. 

Horrstrém, Helsingfors (Z’Obstétriqgue, December 1910), contributes an experi- 
mental study of food metabolism in pregnancy. Such experiments have for the most 
part been confined to the last few days or weeks of gestation. Hoffstrém’s 
observations extended over the last 167 days and included an analysis of the nitrogen, 
sulphur, phosphorus, lime and magnesia of the food and of the excreta. Samples 
of each meal were taken as also of the urine but all the feces were analysed. He 
found in this case that the function of the intestine was well performed : nitrogen 
was absorbed throughout to the extent of 310 grams in all, of which the fcetus 
absorbed 101 grams: the elimination of phosphorus was diminished, especially during 
the later months, to the extent of 56 grams in all, of which the foetus absorbed 18 
grams: lime became excreted in diminished amount both by urine and feces, but 
the amount excreted by the bowel was greater than in the non-pregnant state. Lime 
was retained in greater amount than to satisfy the requirements of the foetus. 
Over all there was a considerable retention of the products of metabolism and gain 
in weight though the woman lost adipose tissue and was obviously thinner. Probably 
this gain wags in albumen. The retention is partly for the benefit of the foetus and 
of the woman’s genital organs (uterus and mamme) and partly for tissues of more 
use than the fat during labour. E. H.L. 0. 


Remarks on Adrenin-anzmia of the Blood during Pregnancy. 
Maximinian Nev (Muench. Med. Woch., No. 48, S. 2533). From experimental 
and clinical studies Neu finds (1) a marked shrinking of the adrenin in the blood 
during pregnancy, labour and puerperium. Extensive publication of the details of 
curves and procedures will follow. (2) Specially high estimate of adrenin con- 
stituents in the serum of the retroplacental hematoma and in the blood of umbilical 
cord. (3) The highest adrenin estimate in the serum of a pregnant woman with 
glycosuria and strongly developed chloasma uterinum. F.E. 


Varicocele of Pregnancy. 

H. Cramer (Monats. f. Geb. u. Gyn., 1910, Bd. xxxii, S. 551). The author has 
been unable to find any reference to this condition in literature, although it is 
frequently observed. In the presence of varices in the lower extremities a similar 
venous distension may often be seen occurring unilaterally or bilaterally on the 
Mons Veneris, extending from the external inguinal ring into the labia majora, 
closely resembling inguinal hernia, and manifesting much the same symptoms as 
occur in the presence of such a hernia in the male. 
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With regard to the ztiology of varicocele recent observations tend to show that 
in addition to simple increase of intravenous pressure, primary presumably toxic 
changes of the wall of the vessel must be taken into account. These toxic changes 
depending on internal secretions show themselves characteristically at the period of 
highest sexual activity. In the female the tendency to varix formation is particularly 
shown during pregnancy owing to the influence of metabolism. In the male 
varicocele is not infrequently combined with inguinal hernia, whether this be due 
to an unduly patent canal allowing of the formation of varicocele in the first instance, 
or whether by the dilatation of the veins if the canal is abnormally widened. 

The author has been struck by the fact that he has had opportunity of seeing 
many cases of inguinal hernia in women which dated their onset from a pregnancy. 
The explanation of this fact might be the stretching of the parietes which would 
occasion an undue patency of the hernial openings as is manifest in umbilical hernia. 
Against this must be placed the observation that he never found a case of inguinal 
hernia in women suffering from large ovarian cysts or ascites; the mechanics also of 
umbilical hernia are different—the umbilicus being placed in the centre of the sphere 
which is being stretched, while the inguinal canals are at the periphery. 

During the early months of pregnancy the veins of the ligamentum teres begin 
to show dilatations not infrequently, so that they may be observed as a swelling 
within a few weeks which subsides as rapidly during the puerperium. If then the 
dilatation has been of serious extent, the inguinal canal will remain open after the 
varix has disappeared, seeing that spontaneous cure of patent canals does not occur 
in adult life. The formation of varicocle is a gradual and slow process in the male, 
while in the gravid female the time occupied in its production is necessarily short. 
This, in the author’s opinion, is particularly favourable to the production of hernia. 

These varices often give rise to considerable discomfort especially in walking and 
standing, and may be so extensive and cause such pain that they may require 
operation during the period of pregnancy, and the author records such a case. 


W. R. P. 


Uterus Didelphys and Pregnancy. 

Lequevux (Bulletin de la Société d‘Obstétrique de Paris, etc., No. 5, May 1910). 
Lequeux records an interesting case of pregnancy in a uterus didelphys, in a 
primipara admitted to Tarnier’s Clinic during the ninth month of gestation. 

The previous sexual history, apart from slight menstrual irregularity, was 
unimportant. On admission to the Clinic the pregnant uterus was found much 
deviated to the right, elongated and cylindrical in shape. On the left side of the 
abdomen a well-marked cord-like structure was felt in relation with the postero- 
lateral wall of the uterus. The fetus presented by the breech in the left 
sacro-anterior position. Vaginal examination disclosed the presence of a complete 
septum, the cervix of the right uterus opening into the corresponding half of the 
vagina. A small non-pregnant uterine body was demonstrated on the left of the 
pregnant cornu, but no cervical canal was evident on this side, the cervix lying in 
contact with the vaginal septum, 

The author concludes the report of his case with a good discussion and resumé 
of the literature. Reference is made to Bousquet’s series of 41 cases of pregnant 
uterus didelphys (These Montpellier, 1902) and records of three other cases have 
been traced. 

Lequeux mentions the various theories formulated to explain the etiology of the 
condition, and refers to the frequent history of menstrual troubles in most recorded 
cases, especially (a) Frequency of the catamenia due to the function appearing 
successively in the two uteri; (b) Amenorrhoea, from an infantile condition of each 
horn; (c) Hematometra of one or both cornua, After discussing the treatment of 
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the last complication, the author proceeds to consider the influence of the didelphic 
deformity upon fertility and its relation to abortion or premature labour. He 
concludes that fertility is but little affected and quotes Pfannenstiel’s 18 cases with 
12 pregnancies. Abortion appears to be common and reference is made to Bousquet’s 
figures including 91 gestations with a history of 27' premature births. 

The frequency of breech presentations is noted, and also the tendency to rotation 
of the pregnant uterus, with obliquity to the corresponding side of the abdomen. 

The author discusses in some detail the diagnosis of the condition, and refers 
to the ease with which the non-pregnant cornu may be mistaken for a fibromyoma, 
cyst, or extra-uterine gestation. In making the diagnosis, emphasis is laid on the 
presence of a single round ligament, the elongated appearance of the pregnant uterus, 
its marked lateral obliquity and the existence of a double vagina. 

In view of the usually normal termination of. the pregnancy in this anomaly, 
Lequeux proposed to allow his case to follow the natural course of events. Pcssible 
sources of difficulty mentioned by the author may be summarised as follows :— 

(1) Mal-presentations due to uterine obliquity. 

(2) Obstructed labour caused by the non-pregnant uterus, especially if the seat 
of a hematometra. — 

(3) Protracted labour on account of deficient uterine musculature and obstruction 
by the vaginal partition. 


(4) Rupture of the uterus, possibly accelerated by the existence of the vesico- 
uterine ligament. H.B. W. 


Treatment of Placenta Praevia. 

Wetcuser (Zeitschr. f. Geb. und Gyn., Bd. lxvii, Ht. 2) compares the results 
in Olshausen’s Klinik during the last few years of bipolar version and the use of de 
Ribes’ bag. The former method gave a maternal mortality of 74 per cent. and a 


foetal mortality of 74 per cent. Metreurysis gave a maternal mortality of 85 per 
cent., foetal 47 per cent. R. W. J. 


Czsarean Section under Local Anesthesia. 

R. K. Smirx and J. Scowarz (Surgery, Gynecology and Obstetrics, October 1910) 
report two such cases. A kyphotic and a generally contracted pelvis were the 
respective indications for the operation. Mitral regurgitation with a failing heart 
was the reason for avoiding a general anesthetic in the first case; no reason is given 
in the second case. The solution used was a one-half per cent. of novocain in 
normal salt solution, to each 10cc. of which was added one drop of 1 in 1000 
adrenalin solution. Two points, one 9cm. above the umbilicus and the other a like 
distance below it, were infiltrated with a little of the solution, and from these as 
points of departure the solution was injected about a diamond shaped area, 
subcutaneously and then subfascially. The line of incision was not infiltrated. In 
case one 75cc. were used; in case two 60cc. The usual operative technique was 
employed. There was an absolute absence of pain throughout the operation, even 
when the cervix was dilated, from within the uterus, in the first case, and when 
the uterus was forcibly squeezed in the second. Tha slight loss of blood was very 
noticeable. Neither of the patients showed any signs of shock. Both mothers and 
their infants made excellent recoveries. M.H. P. 


Repeated Classical Czsarean Section and Supra-symphyseal 
Delivery. 


Kart Harrmann (Gynekologische Rundschau, Jahrg. iv, Hefte 22 and 23). The 
author records the cases of 3 patients in his own practice who had been delivered 
several times by the classical or supra-symphyseal operation, one 5 times, the others 
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twice, and he narrates the results of other operations from Frank’s clinic, 19 in all. 
He accumulates the experience of other operators and notes that the mortality is 
greater after first operations than in repeated cases. This, as pointed out by 
Schauta and others, may be due to the formation of adhesions between the uterus 
and the abdominal wall rendering the subsequent operation entirely extraperitoneal 
and thus limiting any septic spread from the endometrium. It was for this reason 
that Michelis, and later Olshausen, recommended an artificial binding of the uterus 
and abdominal wall together, a procedure which has fallen into disrepute because 
of the possible dangers of rupture in the next pregnancy. Now it is widely recog- 
nised that, in protracted cases, with a chance of septic infection of the uterine 
cavity, an extraperitoneal operation is indicated. The author refers to the fact that 
adhesions between uterus and abdominal wall fail to explain the diminished 
mortality, and he thinks that it may be due to some changes in the peritoneum 


induced at the first insult, which enables it to resist a subsequent irritation more 
effectually. 


He discusses the question of rupture of the uterus after Cesarean section. It 
occurred in none of the cases he records, although in many instances the subsequent 
incisions were carried through previous scars. The mechanism of rupture is 
referred to. After the ordinary Cesarean incision a rupture may be due to faulty 
union because of sepsis, but, even where this can be excluded, as in two cases 
reported by Hartmann (Jena) and Werth, it has been shown that the muscular 
tissue is reduced toa very fine layer under the serosa. For this reason it is supposed 
that the rhythmic contractions of the puerperal uterus must prevent the proper 
union of the sutured edges. This applies also to the transverse fundal incision. 


The author believes that the operation devised by Kehrer and advocated by 
Frank (a deep transverse incision across the lower uterine segment after throwing 
up the peritoneum from the posterior bladder wall) is better than the ordinary 
Cesarean incision as the anteflexed position of the puerperal uterus prevents a 
gaping of the wound, 


The author discusses the relative advantages of a longitudinal and of a transverse 
incision of the lower uterine segment and says that, on theoretical grounds, the 


latter is better. To decide this question more experience of the two procedures is - 


necessary. 


The classical operation, in addition, predisposes to rupture in succeeding preg- 
nancies because of the stretching and thinning of the uterine wall which occurs. 
This operation, also, has the disadvantage that it may be followed by adhesions to 
bowel, which may be damaged or even ruptured in subsequent pregnancies. These 
risks are reduced to a minimum, as shown by Frank, in the Kehrer operation. 


J.Y. 


Two cases of Czsarean Section with unusual complications. 

Srrzenrrey (Zeitschr. f. Geb. und Gyn., Bd. |xvi, Ht. 3, p. 551) reports two 
Cesarean sections as follows :— 

(1) Cesarean section by Sanger’s method with tube sterilisation on account of 
impossibility of labour after a previously performed vaginal fixation; suppurative 
peritonitis; severe meteorism; abdomen again opened and peritoneal exudate 
evacuated; free gauze drainage; formation of intestinal fistule; recovery. 

(2) Generally and obliquely contracted pelvis; stricture of vagina; infection of 
the interior of the uterus after tear of bladder, by foul secretion which had 
accumulated behind the stricture. Cesarean section followed by total extirpation 
of the uterus; ligature of the left ureter; compression of right ureter by suture 
passing between vesical peritoneum and anterior vaginal wall. Reopening of 
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abdomen; implantation into bladder of left ureter after it had been cut through by 
the ligature. Loosening of suture compressing right ureter. Recovery. Living 
child. R. W. J. 


Symphyseotomy and Rupture of the Bladder. 

V. Buk (Bulletin de la Société d‘Obstétrique de Paris, etc., No. 6, June 1910). 
Bué furnishes a note emphasising one of the risks of symphyseotomy. He was 
called to attend a primipara, 26 years old, who had been in labour for three days. 
The vertex was presenting and the cervix moderately dilated. The conjugata vera 
measured 9°5cm. and the sacral promontory was very easily palpated. The fetal 
heart was audible and no very evident signs of sepsis were present. With these indica- 
tions Bué decided to perform symphyseotomy, and delivery was then effected by 
forceps. The puerperium was complicated by complete urinary incontinence due to 
a large vesico-vaginal fistula, attributed by the author to the symphyseotomy. 

H.B. W. 

[Nore.—Might not the fistula be due rather to the difficult forceps operation than 

to the symphyseotomy ?—H. B. W.] 


The Antepartum Bath as a source of Infection. 

W. Hannes (Zeitschr. f. Geb. und Gyn., Bd. lxvi, Ht. 3, p. 590) has investigated 
this question at the Breslau Klinik. His method was, not to go into detail, to give 
women in the last days of pregnancy and women in the first stage of labour baths 
to which cultures of Bac. prodigiosus had been added. Cultures were afterwards 
carefully made from the vulva, the lower and the upper parts of the vagina, and 
examined for the B. prodigiosus. Hannes found evidence that the infected bath 
water did pass up into the upper reaches of the vagina, certainly in pluripare with 
gaping vulve. He is of opinion that the same may occur even in primigravide in 
the first stage of labour when gaping of the vulva occurs. R. W. J. 


Intravenous Injections of Corrosive Sublimate in Puerperal 
Infection. 

Pouizzorr1 (Annali di Ostetricia, September 1910) describes the treatment of 
four cases of acute streptococcic puerperal infection, by means of intravenous 
injections of corrosive sublimate, and further considers the influence of such 
injections on the opsonic and leucocytic indices. Those who had previously 
advocated such treatment, had recorded a rise of the leucocytic index in all 
cases, but had ascertained the opsonic index in only one, 

After ascertaining that there were no contra-indications to the use of sublimate 
in the form of renal, intestinal or circulatory lesions, a preliminary examination of 
the blood was made, and then a weak solution of sublimate was injected into the 
median basilic, radial, or one of the veins in front of the radial pulse. In 3 cases 
cure took place after 4 injections, in the fourth case there was a pulmonary 
complication, and 6 injections were required, before the temperature fell to normal. 
In every case each injection was followed by a rapid declination of temperature 
either by lysis or by crisis, and though the temperature rose again, it never reached 
the same level. There was also a marked amelioration of the general condition, 
and after the last injection examination of the blood showed a rise in the leucocytic 
and in the opsonic index, especially in the latter. The number of red corpuscles 
remained the same as at the beginning of the illness, as did the percentage of 
hemoglobin. During treatment and after, no stomatitis, intestinal or renal mischief 
was noted. No thrombi formed in the injected veins nor were areas of inflammation 
seen round the points of injection. It would therefore seem that the disadvantages 

urged by many against the treatment are due to faulty technique and that with care 
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no inconvenience need result. In all 4 cases the opsonic indices, both of Wright 
and of Simon, were taken and the mean opsonic index calculated. In all cases this 
was below 0°90 before treatment and over 1 after cure. 

Judging from observations made, Polizzotti concludes that the mechanism of 
action of the sublimate is three-fold: (1) It increases the opsonic index by acting 
directly as an opsonizing substance, inducing such modifications in the micro- 
organisms as to render them less resistant to and more easily absorbed by the 
phagocytes. (2) It stimulates the leucocytes, and (8) it acts as an antitoxin since a 
progressive neutralisation not only of microbes but of toxins is indicated by the fall 
of temperature and improved general condition. In mitigating the action of toxins 
other factors, such as the action of excretory organs and exclusively liquid diet, 
play an important part. 

An absolute value cannot be laid down for the treatment, concerning as it does 
so few cases, but results may be confirmed when similar investigations are made on 
a larger scale. J. H.F. 


Thrombosis of Pelvic Veins after Septic Abortion : Extirpation : 
Recovery. 

G. Srzniemann (Surgery, Gynecology and Obstetrics, November 1910) reports the 
following : A patient of 26 years had miscarried at four months, a few days before 
admission to hospital. On that day she had a severe chill and the temperature 
reached 105”, pulse 100 to 110. The uterus was promptly explored and remnants 
of placenta removed. For four days the temperature did not exceed 101°. On the 
fifth day she had a second chill, temperature 105°, pulse 110; one or two similar 
chills occurred on each following day. A blood culture was sterile. On repeated 
bimanual examinations there was no tenderness, the uterus was rather large and 
soft, and there was no adnexal nor broad ligament swelling, until the tenth day after 
admission when a distinct mass, extending from the uterus to the right pelvic wall, 
was felt. The left broad ligament was absolutely free. A diagnosis of septic 
thrombosis of the right uterine veins was made, and immediate operation was decided 
upon. Abdominal section confirmed the diagnosis. The thrombus formed a sausage 
shaped mass, three centimetres in diameter, in the right broad ligament and 
extended into the right common iliac vein almost as far as its junction with the 
left vein. The peritoneum over the thrombosed vessels was incised longitudinally . 
and the iliac vein ligatured at its upper end. The entire mass was easily dissected 
and removed with the uterus and its appendages. The patient rallied well and the 
temperature was moderate for three days, but during the next two weeks the patient 
had one or two chills daily and high temperatures followed by deep remissions. 
Repeated blood cultures proved sterile and no streptococci were found in stained 
sections of the uterine wall and of the thrombotic mass. Daily injections of a 
stock streptococcus vaccine were given for nine days. There were no more chills 
after the first injection and the temperature fell to normal within the next three 
days. Complete recovery followed. . M. H. P. 


Late Bleeding in the Puerperium. 

Ktster (Zeitschr. f. Geb. und Gyn., Bd. Ixvii, Ht. 2) records two cases of severe 
hemorrhage in the second week of the lying-in period, in both of which he found 
the cause to be a thrombus in the uterus. In both cases the placenta and membranes 
were complete and there was no trace of them left behind. These thrombi are to 
the naked eye, however, indistinguishable from portions of placenta or membrane, 
and can only be diagnosed by microscopic examination. R. W. J. 


Deciduoma Malignum. 


Dezassvs (Bulletin de la Société d’Obstétrique de Paris, etc., No, 6, June 1910) 
records a case of chorionepithelioma following a four months’ gestation in a 
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2-para. The author saw the patient four months after the miscarriage on account 
of profuse hemorrhage, anemia, and wasting. An exploratory curetting was 
followed by the most profuse bleeding, which was only checked by the application 
of Museux’s forceps to the cervix. The curettings gave no positive evidence of 
neoplasm, but a recurrence of the bleeding emphasised the necessity for hysterec- 
tomy. The abdominal supra-vaginal method was employed. A small free clot was 
noted in the pelvic peritoneum, with evidence of old laceration at the fundus uteri; 
probably the result of the previous curetting. No metastases were observed, and 
the patient made a good recovery. She was in good health two months after the 
operation. H. B. W. 


Contribution to the question of Congenital Transmission of 
Tubercle. 


Pankow (Monats. f. Geb. u. Gynoa 1910, Bd. xxxii, S. 579). Is tuberculosis 
appearing in the children of tuberculous parents to be considered the result of a 
congenital predisposition which makes the child more liable to infection later on, 
or is it due to the intimate contact of the child with infected parents in its daily 
life? Some observers incline to the one view, some to the other, while a third 
group view the condition as directly due to transmission of the bacillus from the 
mother to the child, the infection so passed on remaining dormant for a longer or 
shorter period extending it may be over years. 


At present the trend of opinion is in favour of the congenital transmission of 
the bacillus in many cases, this intra-uterine infection producing much of the 
tuberculosis of infants. The increasing volume of evidence that bacilli are to be 
found in the blood stream even in cases of the disease which are by no means in 
advanced stages, rather supports this view, while unexpectedly numerous examples 
of placental tuberculosis have been the result of careful examination of the placenta 
in tuberculous mothers, together with signs of tubercle in children who have died 
immediately after or very shortly after birth (Schmorl and Sitzenfrey). The 
placental infection appears to arise from the hematogenous route although occasion- 
ally it is possible that tuberculous deposits may pass from an infected genital tract 
to the placenta. 

It is of interest to note that placental tuberculosis may be in evidence so early 
as the fourth or fifth month of pregnancy. This being so it is clear that trans- 
mission from mother to foetus is readily possible, especially since the intervillous 
spaces where the tuberculous deposits most usually occur are opened up during 
separations of the placenta in labour. Further Schmorl has had the opportunity of 
observing some cases where the tuberculous deposits had broken through the amnion 
causing infection of the waters so that the foetus might become directly infected 
by swallowing. Sitzenfrey and Rietschel have seen three cases where the children 
were removed directly from the tuberculous mother at birth and kept apart under 
observations in the clinic carefully guarded from any possibility of external infection. 
All three children died of severe general tuberculosis within six months. 

By means of experiment a number of isolated cases have been examined and are 
recorded where the results of inoculation of animals from the organs of still-born 
children of tuberculous mothers have given positive results. On the other hand many 
similar experiments have proved negative even in marked placental tubercle and 
severe maternal infection. Thus the carefully conducted experiments of Bossi were 
invariably negative, and he holds that in man at least intrauterine transmission of 
tubercle scarcely ever occurs. 

Pankow has carried out inoculation experiments since 1906 in guinea-pigs, having 
at his disposal material (1.e., foetuses) from 22 cases, in two of these the case was 
that of 7th to 8th month pregnancy, in the others artificial abortions had been 
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resorted to on account of severe maternal lung tuebrculosis in the 38rd to 4th month. 
In three guinea-pigs death occurred in a few days after inoculation without any 
evident cause. In every one of the other experiments the result was negative, a 
result. exactly corresponding with that of Bossi. 

In the article Pankow gives the notes of several of the cases examined. He 
concludes as the result of his researches that Schmorl and Sitzenfrey are not to 
be considered wrong in their opinion, but that the essential element in congenital 
transmission is the act of labour in setting free the bacilli from the intervillous 
spaces. W.R. P. 


Streptococcal Meningitis in the New Born. 

Lequeux (Bulletin de la Société d’Obstétrique de Paris, etc., No. 5, May 1910). 
Lequeux gives details of a fatal case of meningitis in an infant nine days old, due 
to streptococcus pyogenes. The labour was normal and unassisted, but the mother 
showed signs of a sub-acute infection on the third day of the puerperium. The 
child made good progress till the ninth day, when it began to lose weight. Two 
days later, increase in volume of the head was noted, and on the thirteenth day 
convulsions appeared, followed by complete muscular atony. Tension over the 
anterior fontanelle was markedly increased, and a collateral circulation in the 
temporal regions noticed. Lumbar puncture provided a purulent cerebro-spinal fluid 
containing streptococci in pure culture. At the autopsy, the liver presented 
numerous large and small ecchymoses, but no source of infection was discovered. 
The umbilicus, conjunctive, mucous membranes and intestines showed no obvious 
lesion. 

Lequeux draws attention to the fact that his case presents no symptomatology 
suggestive of tetany, such as is stated to occur in meningitis of infants by other 
authors (Hutinel, Gninon and Vieillard, Babonneix and Tripier). The author 
remarks on the insidious onset and rapid termination of the disease. Naturally, he 
traces the infection to the mother, but emphasises his inability to state the time or 
mode of entrance of the infecting agent. H. B. W. 




















292 Journal of Obstetrics and Gynecology 


REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
OsstEetRic SEcrIon. 
General Meeting held December Ist, 1910, Dr. Macnaucuton-Jones in the Chair. 
‘l'ne following specimens were exhibited :— 

Mr. Barris: Fibromyoma of uterus, which had caused acute obstruction of the 
small intestine. 

Mr. Dovetas Drew: Sarcoma of uterus. Case of supposed hermaphroditism. 

Miss Mcltroy: Hematosalpinx with torsion of its pedicle. A paper based on 
this specimen appeared in the December number of the Journat, p. 368. 

Dr. ArncHiBaLp LeitcH read a paper on 

THE PATHOLOGICAL BASIS OF OPERATIONS FOR CANCER OF THE UTERUS. 

‘he author considered that it was impossible to determine from clinical or 
histological examination the exact extent of cancerous disease in any given case. 
Hence it was justifiable to conclude that the only way of obtaining a radical 
extirpation of the disease was to apply to every case of cancer of the uterus a 
technique which was designed for the most advanced. Statistics had shown that 55 
per cent. of cases were free from visceral or glandular metastases at the time of 
death, but these figures only applied to dissemination outside the pelvic cavity. 
‘rhree lymphatic tracts were described: (1) To the interiliac glands; (2) to glands 
along branches of internal iliac artery; (3) to para-rectal glands. The last set were 
very rarely affected, in spite of the supposed frequency of invasion of the utero-sacral 
ligaments. ‘The interiliac glands were the most important, and were in communication 
with another set on the outside of the common iliac artery. Both sets should be 
removed when there was evidence of glandular infection. Along the course of the 
ureter, through the broad ligament, lymphatic infection of the cellular tissue 
occurred, and by fibrotic contraction, as well as by direct invasion of its walls, the 
ureter became constricted, and hydronephrosis ensued in no less than 75 per cent. of 
all cases. Invasion of the vagina by cancer of the cervix occurred in all but 2°5 per 
cent. of cases; this was explained by the rich anastomosis of lymphatics between the 
cervix and upper segment of vagina. Thus the excision of a wide cuff of vagina in 
Wertheim’s operation removed a highly dangerous tissue. The bladder was involved 
in two-thirds of post-mortem cases, and the rectum in one quarter of the cases; 
while vesical perforation occurred in 44 per cent., and rectal perforation in 16 per 
cent. of cases. Free and timely removal of the upper segment of the vagina 
prevented the occurrence of these distressing and hopeless sequele. 

Mr. Curitpe read a paper on 

TWENTY-THREE CASES OF WERTHEIM’S OPERATION FOR CANCER OF THE UTERUS. 

Mr. Childe based his remarks on 23 operations he had performed. He had 
rejected no patient on account of age, the oldest operated upon being 65 years. The 
delay of patients in seeking advice was referred to, the average time from the onset 
of symptoms till patients came to operation being in his cases 9°4 months; and 
amongst those who-had passed the menopause, and in whom mistakes were therefore 
less excusable, 9°2 months. Even amongst those who had applied within six months 
the disease had nearly always made considerable progress. He had had only one 
early case. After emphasising the necessity of examination under general anesthesia 











Reports of Societies 298 


and a microscopic confirmation of the nature of the growth in every case prior to 
operation, he next drew attention to the fact that in many advanced cases, especially 
in elderly women, the general health remained good. Some details and complications 
of the operation were illustrated by a reference to his cases. There had been one 
instance of ureteral fistula, due to wound of the ureter, which had been cured by 
subsequent lumbar nephrectomy. After alluding to implication of the bladder and 
rectum, he came to the important question of the routine removal of lymphatic glands, 
and condemned it on the following grounds:—(1) It must greatly prolong the 
operation and increase the primary risk; (2) inasmuch as glandular infection as a 
rule is late, the risk may frequently be added without any necessity for it; (3) as 
it is impossible to remove all the glands it is probably useless; (4) where glandular 
infection has occurred, recurrence almost invariably takes place, and life is not 
saved. 

Kive patients had severe post-operative shock, none had died of it. He was of 
opinion that if cases were suitably selected, and the surgeon had had sufficient 
experience to perform the operation in a reasonable time, there was little to fear from 
shock. Sepsis was the most serious complication. It frequently attacked the 
abdominal wound, and primary union had only occurred in about one-half of his 
cases. Sepsis attacking the pelvic wound had accounted for the only two deaths in 
his series. His immediate mortality for all cases was 86 per cent. Mr. Childe 
finally contrasted the operation with vaginal hysterectomy in regard to its primary 
mortality and ultimate results. He thought the idea of the high primary mortality 
was exaggerated, and showed, by a reference to his own cases and those of other 
operators, that for like stages of the disease it, was no higher than that of vaginal 
hysterectomy. 1t was the advanced cases which furnished the high mortality (about 
20 per cent.), and these could not be attacked by the vagina at all. It was 
Wertheim’s operation or nothing as far as radical treatment was concerned. For 
ultimate results, Continental returns must at present be consulted, as the operation 
had not been performed long enough in this country to furnish the requisite data. 
By a reference to the work of many well-known Continental operators, it was shown 
that there had resulted a percentage of cures and a prolongation of life such as the 
records of vaginal hysterectomy had not approached. In conclusion, Mr. Childe 
considered Wertheim’s operation superior to vaginal hysterectomy in every particular . 
for the following reasons :— 


(1) lt was exploratory in the first instance, and enabled the surgeon, after opening 
the abdomen, to decide with accuracy whether the case was suitable for radical 
treatment or not. 

(2) In cases comparable with vaginal hysterectomy its primary mortality was just 
as low. 

(3) It was a more scientific operation than vaginal hysterectomy, which was a shot 
in the dark. 

(4) 1t was on all fours with the more extensive operations for cancer elsewhere, 
which had been performed of late years, and which had given infinitely better results 
than the old partial operations. 

(5) ‘here was evidence to show that it did give better results than vaginal 
hysterectomy. 

(6) Lf infected glands were present in early cases (though this was exceptional), 
it permitted of their removal. 

(7) 1t increased the percentage operability, and enabled more advanced cases to 
be dealt with. This he considered the least of its advantages. It was in the early 
cases that the good results were to be expected. 

A good discussion ensued, to which the readers of the papers replied. The 
meeting then adjourned. 
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NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAL SOCIETY. 


Meeting held at Sheffield, November 18, 1910, Dr. W. K. Watts (Manchester), 
President, in the Chair. 


Mr. R. Favety (Sheffield) reported a case of 
RUPTURED UTERUS TREATED SUCCESSFULLY BY HYSTERECTOMY. 

‘The patient was a secundipara aged 24 years. The first labour was a natural 
one. On the present occasion, after being in labour 16 hours, her medical attendant 
applied forceps, when the os was nearly fully dilated, and with considerable difficulty 
extracted a living child. As the placenta could' not be expressed he introduced his 
hand and found the placenta amongst the intestines. There was no marked shock 
or hemorrhage at the time. On admission to hospital an hour and a half later she 
was very collapsed and pale, the pulse being 140 and the temperature 98°F. She 
did not complain of any pain. The abdomen was somewhat distended but not 
tender. The fundus uteri was in the middle line. There was only slight vaginal 
bleeding. Vaginal examination, under anesthesia, revealed an extensive rent in the 
posterior wall of the supravaginal cervix. Through this several large blood clots 
were removed from the pouch of Douglas. The abdomen was at once opened. There 
was a large quantity of free blood in the cavity. The rupture was seen to involve 
the posterior two-thirds of the supravaginal cervix. The main vessels were clamped 
and the broad ligaments and utero-vesical fold of peritoneum divided. The uterus 
was removed by cutting through the remaining third of the supravaginal cervix. 
The clamps were replaced by ligatures and the peritoneal flaps completely sutured. 
The patient made a good recovery. 

Dr. J. B. Hetirer (Leeds) read the following notes of a case of 
A HAIRPIN EMBEDDED IN THE UTERINE WALL, WITH REMARKS ON SKIAGRAPHY OF THE 

PELVIS. 

Mrs. M., 2-para, aged 27, was admitted into the Leeds Infirmary on September 6th, 
1910, at the request of Dr. Staward, of Knottingley. She gave the following history. 
On September 5th, before she had dressed, she sat down on a chair into the seat of 
which a child had fixed a hairpin with the sharp points upwards. She found that 
the hairpin had passed into the vagina and that it held her fast, so that she could 
not rise until she had broken part of it off. A little bleeding followed, but no pain 
or other discomfort. 

On admission she was seen by my house surgeon, who was unable to find the 
pin on digital examination, and she was then examined by x-rays, and the skiagram 
marked No. 1 was obtained. It shows one limb of the hairpin bent at an acute 
angle and lying above the pubes in a more or less vertical direction. The lowest 
point of the shadow is Zin. and the highest 2in. above the upper margin of the 
pubes. 

When I examined her I found her a sparely-built woman with thin abdominal 
walls. The uterus was retroverted, but she had not suffered from uterine symptoms, 
menstruating regularly without abnormality. After exploring the pelvis thoroughly 
under anasthesia by recto-abdominal and vagino-abdominal bimanual examination, 
passing the uterine sound and examining the bladder by sound and cystoscope, I 
failed to discover the foreign body anywhere. Finally I incised the vaginal wall 
across the anterior fornix and began to separate the bladder from the cervix. I 
now found that the end of the wire was projecting from! the anterior wall of the 
uterus just above the anterior labium uteri. To draw this out required a considerable 
amount of force in order to straighten out the bend in the wire. I cannot say 
certainly where the distal end had lain, but it must have been entirely buried in 
the uterine wall. The sound could not strike it inside the uterine cavity, and the 
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bi-manual examination was so exceptionally easy to make, that I should have 
certaintly felt it had it protruded fiom the peritoneal surface. The wire on removal 
was found to measure 2°4 inches and corresponded with the shadow within a quarter 
of an inch. The x-ray examination now showed that the foreign body had entirely 
disappeared. 

The accounts given by patients to explain the presence of foreign bodies in this 
region need to be received with caution, but in my opinion and in that of Dr. 
Staward the patient’s account in this instance is trustworthy. 

While I was exploring the pelvis and still unable to find the pin, the skiagram 
was examined by several medical men and the question was raised as to whether 
the shadow lying so far abova the pubes would be cast by anything in the uterus, 
when occupying a position rather lower than higher than normal, and it was 
suggested that it might be in the peritoneal cavity. 

To demonstrate the result of skiagraphing the pelvis with a body of known 
dimensions in a known position, I had a second skiagram made with the patient 
lying horizontally upon her back as before, after I had inserted into the uterine 
cavity a piece of stout silver wire forming a probe with a ring at one end. The wire 
was 3°18 inches (8cm.) in length and the ring lay just outside the os externum. In 
the skiagram marked No. 2 the shadow of this probe will be seen measuring about 
4 inch more than the probe. The ring lies behind the middle of the symphysis and 
reaches to a point 24 inches (6cm.) above the pubes, the uterus being, as said, 
retroverted. It must be remembered that the sacral promontory lies 34 inches above 
the pubes, and that in proportion as a foreign body approaches that it will cast a 
shadow higher than the pubes. In the horizontal position the plane of the inlet 
makes an angle of only 30 degrees with the horizontal and the sacro-coccygeal joint 
is just above the level of the upper margin of the pubes. 

A third skiagram was made after introducing into the same patient a Hodge’s 
pessary made of block tin, and measuring 34 by 2 ins. 

The shadow of the upper bar of the Hodge is 1} ins. (4cm.) above the pubes. 

These observations may assist in locating a foreign body in any similar case. 

Dr. A. W. W. Lea (Manchester) read a paper on 
THE TRANSVERSE SUPRASYMPHYSEAL INCISION AS A METHOD OF ABDOMINAL SECTION. 

After briefly sketching the history and describing the technique of the incision, 
the author referred to his own experience of it. During the last 24 years he had 
used it in 65 cases for various pelvic conditions. He had restricted its use to cases 
of relatively small tumours, to inflammatory conditions of the appendages, and to 
operations for ventrofixation of the uterus, and resection of the ovaries and tubes, 
combined or not with removal of the vermiform appendix. An abstract of the cases 
is, shortly, as follows :— 


(1) Inflammatory disease of the appendages (17 cases). 

(2) Simple ventrofixation (20 cases). 

(3) Multiple operations; curettage and repair ‘of the pelvic floor, with or 
without peritoneal adhesions and ventrofixation (13 cases). 

(4) Ovariotomy (4 cases). 

(5) Myomectomy and Hysterectomy for Myoma (5 cases). 

(6) Prolapse of Ovary (3 cases). 

(7) Appendectomy (4 cases). 


In this series one case only ended fatally, but this could in no way be attributed 
to the mode of incision. 


This was an instance of myomata complicated with prolapse, in which myomectomy 
was carried out as a conservative measure. The patient died of peritonitis on the 
third day, probably from uterine infection. 
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The wound healed by primary union in every instance, with two exceptions. 
These were due to secondary infection along the suture tracks and speedily closed. 


Many of these patients have been seen at varying intervals since the operation, 
and the scar is usually smooth, and marked only by a thin white line. No case of 
hernia has occurred, nor has any tenderness of the scar been observed. This has 
been referred to by some writers as a drawback to the operation. 


Conciusions.—(i) The operation by transverse incision may be adopted with 
advantage in cases of operation upon the uterus, such as for displacements, or 
inflammatory disease of the appendages in the absence of evidence of suppuration: 
for small tumours, ovarian cysts and myomata; for conservative procedures on the 
appendages; for tubal gestation. (i) If the patient is placed in the elevated pelvic 
position, an excellent and wide access is afforded to the pelvic organs with little 
disturbance of the intestinal relations. (ii) The operation is not suitable if drainage 
by the abdomen is likely to be needed. This, however, has been largely replaced 
by the vaginal route, if considered necessary at all, and hence is not a valid 
objection to the operaton. (iv) The author has had no experience of the incision in 
cases of cancer of the cervix or body of the uterus or in large tumours. There is 
no doubt, however, that by a wide incision sufficient space may be afforded for 
these procedures to be carried out in a satisfactory manner. 


In the discussion which followed, Dr. Donatp (Manchester) stated that he failed 
to see that the transverse incision was in any way advantageous. In his opinion a 


long median incision gave the best view of the pelvic organs, and in other ways left 
nothing to be desired, 


Dr. Fornercitt (Manchester) had tried the incision in 17 cases. He had 
experienced no difficulties, and nothing had subsequently gone wrong, but as the 
cutting and suturing had taken seven minutes longer than the time required by the 
ordiary median incision, he had given up the transverse incision. In one scar there 
had developed the most remarkable keloid he had ever seen. 


The following specimens were also shown :— 


Mr. R. Favetzt (Sheffield): Ectopic gestation sac containing a fourth month 


foetus. The naked eye appearances suggested that it might be an example of 
ovarian pregnancy. 

Mr. P. E. Barser (Sheffield): (1) Tubal pregnancy with pyosalpinx on the 
opposite side. (2) Left sided pregnant tube, which, as the result of torsion of its 
pedicle, had passed across to the right side of the pelvis. The vermiform appendix 
was adherent to the sac. The patient had had three attacks of acute pain simulating 
appendicitis. 

Dr. J. B. Hettrer (Leeds): (1) Z'ubal mole undergoing tubal abortion, removed 
from a 2-para whose last pregnancy had occurred four years previously. Seven 
weeks amenorrhosa had been followed by severe pelvic pain and metrorrhagia. (2) 
Calcified cyst, probably an ovarian dermoid. (3) Hamatometra due to acquired 


atresia of the cervix. (4) Cornual pregnancy removed by abdominal section after 
rupture. The other horn was well developed. 


Dr. Cartton Oxprietp (Leeds): A series of microscopical sections of two early 
human ova. With the aid of these and of a number of diagrams prepared from 
drawings of classical early human ova, Dr. Oldfield gave a short demonstration of 


the recent advances which had been made in the study of the development of the 
chorion. 
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EDINBURGH OBSTETRICAL SOCIETY. 


Meeting held Wednesday, December 14th, 1910, the President (Dr. Havtratn), 
in the Chair. 


Dr. Lackrg showed (1) a uterine fibroid with twisted pedicle removed at the fifth 
month of pregnancy; and (2) molluscum fibrosum of external genitals removed by 
free amputation of the labia. 

Dr. E. S. Canmicwaet showed a uterine fibroid with hematomata of the ovaries; 
(2) dermoid cyst associated with malignant disease of hepatic flexure of colon; (3) 
suppurating ovarian cyst; (4) uterine fibroids. 

Sir HatitrpAy Croom read a paper on 

MODERN TREATMENT OF CONTRACTED PELVIS, 

At the outset he referred to the diminution of sepsis in hospital practice, which 
permitted many interferences now that were impossible in the olden days, and he 
further referred to the fact that sepsis still continued in private practice. He 
thought it was useless to discuss the methods of dealing with the narrow pelvis until 
practitioners recognised the fact that a careful and accurate measurement of the 
pelvis in every primiparous woman, and in every multiparous woman with a bad 
obstetrical history, must be carefully carried out. He referred to the fact that in 
midwifery, as well as in general medicine, preventive treatment was more important, 
instancing the successful prophylaxis of obstetric complications in the Pre-Maternity 
Home in Edinburgh. He divided narrow pelvis, for all practical purposes, into 
three categories. First, those below three inches; second, those above three and a 
quarter; and third, those between three and three and a quarter. With the first 
variety there was no difficulty in dealing, because in them the only treatment, when 
diagnosed before labour, was Cesarean section, which, of all abdominal operations, 
was by far the most satisfactory. He then dealt with the question of such cases 
being seen late in labour, and with the field of craniotomy, which was getting more 
circumscribed every day. He recommended a more general use of maternity or 
nursing homes for the treatment of all obstetric operations. 

Sir Halliday Croom pointed out that with the disappearance, in hospitals at least, 
of puerperal septicemia, confidence in the forces of nature had returned, and labour 
in a narrow pelvis, was allowed now to complete itself spontaneously in a great 
proportion of cases. This method of treatment was strikingly successful both for 
the mother and child. He believed that spontaneous delivery might be looked for 
in cases with a conjugate of slightly under three and a half inches in flat pelves, 
and three and three-quarter inches in generally contracted pelves. The Walcher 
position should never be omitted in these cases, as an aid to the fixation of the head. 
‘rhe duration of the second stage of labour was to be limited only by the condition 
of the mother and child. ‘lhe great difficulty centred round the quarter of an inch 
between three and three and a quarter inches. In that.small area there was a choice 
of treatment. lf the condition were recognised early, there was the option of 
inducing premature labour; if not seen until term, there was the choice of attempting 
to deliver by forceps, or by some operation for enlarging the pelvis. The induction 
of premature labour was perfectly safe for the mother, but unfortunately, was 
accompanied by a very considerable infantile mortality. In regard to high forceps 
operations in narrow pelvis, the mortality and morbidity to the mother was unques- 
tionable. ‘I'his was absolutely proved by statistics. The fcetal mortality in these 
cases ran between twenty and forty per cent. He then referred to the development 
of the operations for the enlargement of the pelvis. These operations were not 
uniformly safe for the children, and were not umassociated with considerable risk 
to the mother. ‘I'he cases in which these operations were useful were those of 
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moderate contractions in which, after ample time had been given for the head to 
enter the brim, it still remained unengaged. There pubiotomy might be expected 
to be followed by spontaneous delivery; but if necessary, and particularly if the 
child’s life were endangered, might be justifiably supplemented by forceps delivery. 
He thought that no high forceps operation should be seriously undertaken unless the 
operator was prepared to perform one of these cutting operations if necessary. 

Dr. Munro Kerr (Glasgow) said that he was in entire agreement with the views 
expressed by Sir Halliday Croom. ‘The two important points were firstly to give 
plenty of time for head moulding and secondly as to the position of pubiotomy. He 
had formerly been guilty of pulling children through the brim by brute force, but 
his foetal mortality was then about 50 per cent. Since then he had learned never 
to do so, but to give ample time to allow nature to complete the delivery, and only 
to interfere 1f the condition of the mother or child demanded it. He absolutely 
agreed as to the position of pubiotomy. It should never be an operation of election 
if the case was seen early, but should only be done in cases where a tentative 
application of forceps failed to deliver. He deprecated our following too closely 
Continental methods in which “fashion” counted for far too much. The obstetric 
traditions of this country were quite as great as those of Continental countries, and 
he thought we should exercise great discretion in following continental fashions. 

Dr. BatuantyNe said he was in cordial agreement with all that had been said 
in this important and practical paper. He thought that often practitioners were not 
engaged before labour set in and in these cases early diagnosis was impossible. He 
thought that an endeavour should be made to educate women themselves on this 
point, just as they were trying to do in regard to uterine cancer. He strongly 
supported what was said as to the desirability of doing obstetric operations in 
nursing homes or hospitals. 

Dr. Hatc Fercuson thought the paper was a very timely one, and he agreed 
with the whole of it. It was very interesting to note the change that had come 
over our ideas in regard to the application of high forceps to a head movable above 
the brim. With regard to induction of premature labour he thought that hospital 
statistics gave worse results than private ones. Women came to hospital so late 
that the operation was calculated in most cases to give safety to the mother but not 
to the child. In private the time could be chosen so that the child might have every 
chance of easy birth and subsequent survival. He thought the paper one of great 
practical importance and that it reflected accurately the best modern practice in 
obstetrics. 

Dr. Dewar asked what Sir Halliday Croom considered the lowest limit of 
conjugate in which the use of forceps was justified. Sir Halliday Croom in answer 
said he thought a C.V. of 34 inches in a flat pelvis. 

Dr. James Ritcuie said it was his practice now to give a long time for the head 
to mould, especially in primipare. He judged the case by the condition of the 
patient’s strength and the progress being made, and was not deceived by the size of 
the caput succedaneum. 

Dr. Forpyce said he thought the old operation of turning was rather apt to be 
lost sight of. He had often found it of great value to take advantage of the 
wedge shape of the head, and of the vis a tergo obtained by suprapubic pressure. 
He further thought that there was a tendency to minimise the difficulty of measuring 
the conjugata vera, and one also had to take into consideration the size and position 
of the head. Miiller’s method was not easy to perform satisfactorily. 

The Prestpent said he had enjoyed Sir Halliday Croom’s paper extremely. He 
would like to say a word for the forceps; it seemed to him that they had been 
“slanged” all of a sudden. Forceps were used after a certain time and if there was 
no special reason why the head was not going on, To say that 4 per cent. of 
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women died from high forceps seemed to him inconceivable in the hands of an 
expert. He had used forceps in the brim, and had seen them used still more 
frequently above the brim, and he did not think he had ever seen one woman die as 
the result. One had to ask the question—When are we to apply forceps—what 
working problem are you going to give the general practitioner as to when he is to 
apply forceps? Dr. Munro Kerr said to wait an endless time; that, Dr. Haultain 
said, was ridiculous. What are the points by which you know to put forceps on? 
He agreed with Dr. Fordyce that it is a difficult thing to measure the pelvis, the 
extent of ossification of the head and the amount of moulding it will undergo. 
After making out all these points to one’s satisfaction, and still one finds the 
head is not engaging or not going on, what is one to do, when is one going to apply 
forceps, must one wait for a brown discharge, or a high temperature, or what? 
There seemed to him to be a middle line as regards the use of forceps; he thought 
the pendulum had swung too far in the other direction. There were several other 
things he would have liked to say about this paper, which was one of great practical 
importance, but there was another important paper to be read and time was going on. 

Sir Hatirpay Croom, in replying, said he would like to draw Dr. Ballantyne’s 
attention to the fact that in Sweden they have an almanac, published at sixpence 
and distributed, in every number of which there is an article giving information on 
some medical point, and in the last were some instructions on this very subject to 
women. 

He did not agree with Dr. Fordyce as to the difficulty of measuring the pelvis; 
the size, he thought, could be approximated very nearly by taking the internal and 
external measurements. With regard to turning, his experience had been very 
unsatisfactory ; he had had more unfortunate results from turning than from forceps. 

He thanked Dr. Haig Ferguson for his remarks. 

As for the President saying that he ‘slanged’ the forceps, that was a 
misuse of language, and he objected to the word being used. Further, he had no 
antipathy to the forceps, far from it; he thought they were one of the best 
instruments they had in their possession; but to pull the head through a narrow brim 
and injure the mother was a different thing altogether. He still adhered to the 
view that forceps are very essential in their place; but when they failed to do their 
duty, one of the operations which he had mentioned should be resorted to. He 
could not agree with the President. Women were frequently injured by forceps 
and children often lost. The statistics, of course, were not taken exclusively from 
the practice of experts. 

Dr. James Youne gave a lantern demonstration illustrated with coloured and 
ordinary microphotographs on 

THE MODE OF ACTION OF THE FETAL STRUCTURES ON THE MATERNAL TISSUES 
AND THE FUNCTION OF THE DECIDUAL MEMBRANE. 

As he had already shown, the stroma of the endometrium consists of a soft, 
mobile protoplasmic mass imperfectly differentiated into cellular elements. The 
blood-vessels channel this and their walls, intima, media, etc., exhibit no specialisation 
of structure. He had also shown that the fluid and corpuscular escape from the 
vessels in menstruation is due, not to a congestive process, with a mechanical leakage, 
but to a change in the tissue protoplasm, which leads to an active dragging out of the 
watery and then of the more solid elements of the blood. Sections were shown 
indicating the nature of this tissue change; there is indisputable evidence of an 
active fluid imbibition by all the stroma elements. The peculiar conformation of the 
stroma determines at once the ease with which the vessel-walls are teased out and the 
surrounding tissue is displaced. 

In the pregnant tube, in chorionepithelioma, etc., there is a marked necrotic change 
in the maternal tissues. This is most manifest near the foetal elements, and becomes 
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less and less as these are left. There is also a wide-spread cedema and hemorrhage, 
most marked near the foetal elements but also present at a long distance from these, 
The changes are clearly due to some substances liberated by the foetal cells, which 
spreads in ever-widening circles into the surrounding tissues. In all the maternal 
tissue elements in these abnormal sites of chorionic activity (i.e., endothelium, con- 
nective tissue, muscle) there is clear evidence of a change leading to a teasing-out 
of the maternal vessels, even at a long distance from the foetal cells. In later stages 
in thick vessels, and early in fine vesels, this active dragging out of the fluid is 
followed by blood extravasation. This change is more and more evident as the 
chorionic cells are approached, and here it culminates in the well-known breaking 
down of the vessel walls with a flushing of the chorionic surface with maternal 


blood. The bleeding is not due to a destruction of the vessel walls with a mechanical 
liberation of the blood, such as is taught. 


The same tissue changes were shown in the decidua in two early ova (15 days and 
17 days). Here again the edema and hemorrhage were present at a long distance 
from the blastocyst. So with other early ova described, e.g. Peters. It was pointed 
out that the structural peculiarity of the endometrium was now seen amply to justify 
its existence. The cdematous escape in all the above noted conditions, which is 
intimately associated with the blood escape, is due to the causes which are now well 
recognised to cause cedema in general, namely an alteration in the tissue colloids 
which increases their affinity for fluid. 


Dr, Young pointed out that in the pregnant tube, and in the uterus in chorion- 
epithelioma and retained placental fragments, the only parts of the affected regions 
where the cedematous or blood escape had not taken place were those in which a 
decidual enlargement of the connective tissue cells had occurred. He stated that the 
mode of action and the manner of spread of the chorionic influence, taken in con- 
junction with the special susceptibility of the uterine stroma, would, in the absence 
of a decidual change, inevitably lead to an early tearing-up of the entire mucosa 
from fundus to internal os after the engrafting of the ovum. This provided an 
explanation of the function of the decidua, and it also explained the necessity of 
the change occurring throughout the entire extent of the mucosa. Dr. Young stated 
that the decidua (1) limited the size of the implantation chamber, (2) prevented an 
irregular bleeding and (3) localised the expansion of the sinuses which develop in 
pregnancy, and which Dr. Young believed are due to the above noted tissue changes, 


Dr. Watson agreed as to the changes occurring in advance of the chorionic 
elements but doubted the interpretation put on them by Dr. Young. Instead of 
being evidence of active inbibition he regarded them as degenerative and asked 
what was the state of the nucleus in these swollen cells. He asked how the 
decidual cells limited the extent of these changes—whether by mechanical processes 
or otherwise. 


Dr. Hata Fercuson asked what stimulus Dr. Young postulated as causing the 
changes during menstruation when no chorionic elements are present. 


Dr. Locuuerp pointed out that in many mammals edema only occurred after the 
ovum reached the uterus. Fluid was then poured out into the tissues and even into 
the lumen of the uterus. This fluid was partly nutritive—uterine milk. He 
regarded the change however as neither one of active inbibition nor of degeneration, 
but as a physiological change with a definite function. In one of the primates the 
intervillous spaces were filled with lymph before they were filled with blood. He 
thought Dr, Young had advanced matters by trying to show that these spaces were 
formed by the stroma cells. He believed that the stimulus to these and the changes 
of menstruation was not chorionic but ovarian or perhaps luteal. He had made 
many efforts to discover a chorionic enzyme but had failed to do so. 
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ROYAL ACADEMY OF MEDICINE IN IRELAND. 
SEcTION oF OBSTETRICS. 


Meeting held Friday, November 25, 1910, Dr. H. Jetierr, President, in the Chair. 
Exhibits. 
(2) Four Pounps Pracenta. (b) Two Cases or HypROCEPHALUS. 

Dr. FREELAND exhibited a four pounds placenta from a woman who had had four 
normal full-term living children. After delivery, on May 25 of this year, he was 
sent for on account of the size of the uterus. He expressed the placenta, and when 
delivered it measured 10 inches across, and the placenta, membranes, and the blood 
contained in the placenta weighed four pounds. It was large and pale, very soft, 
and friable. The child weighed six and a quarter pounds, was normal in every 
way, and while in the hospital was perfectly healthy as far as they could see. It 
showed the usual initial loss of half a pound, and then a slight increase, and went 
out on the eighth day weighing six pounds. The child died after the fifth week, 
and the mother said it had wasted shortly after leaving hospital, and died with a 
wheezing on its chest. She had promised to bring it back, but had not done so. As 
far as the mother was concerned there was no demonstrable heart or kidney disease, 
and nothing to indicate specific disease ; but under the microscope the placenta showed 
what was regarded as the characteristic appearance of a syphilitic placenta. He 
showed comparative sections of the arborescent normal placenta and of the thickening 
and loss of vascularity in the other. The normal relation between the placenta and 
child’s weight was 1 to 54 or 6. It was said that if the placenta weighed more than 
one-fifth the weight of the child it was almest certainly due to syphilis. The largest 
record he could find of a syphilitic placenta was 1,950 grams reported by Audebert 
(Jnl. de Med. de Bordeaux, 1908); he could not say if the child was alive. The 
largest placente reported were those connected with ascites and dropsy of the child 
in connection with renal disease of the mother. In some cases reported by Cohn 
(Zettsch. f. Geb. und Gyn., 1908) the largest placenta weighed 2,900 grams, and the 
child 3,100, but these were either born dead or died almost immediately. 

The two specimens of hydrocephalus illustrated two methods of delivery. In the 
case of the larger child, he went to see the woman in the extern a year and a half 
ago. He found the os fully dilated and the head showing at the vulva. The face 
was palpable on a level with the umbilicus. The patient had been in the second 
stage some hours, and was showing signs of distress from delay. He punctured the 
scalp as it appeared at the vulva, and a large amount of fluid escaped. After the 
head was reduced in size, pressure was put on the fundus, and it came out without 
difficulty. In addition to having hydrocephalus, the child had five toes and a big 
toe on each foot, and five fingers and a thumb on each hand. The smaller child 
was from a woman who had had four normal children before. In this case the 
membranes were ruptured, and the head free above the brim, with the brow 
presenting; the foetal heart was 144. He performed version with rather more 
difficulty than he expected, the cord being wound around both legs and the body. 
The child was dead when the turning was finished, and when the breech had been 
delivered it was necessary to divide the cord to allow the shoulders to advance. 
The head was too large to pass the brim, there was a lumbar spina bifida, and the 
top was cut off this to allow the fluid to escape, but none came; an ordinary gum 
elastic catheter was passed up the spinal canal, but could not be made to enter the 
skull. A catheter and stylette was then passed, and considerable force was necessary 
to make this enter the skull, the obstruction being just about the level of the 
foramen magnum. Twelve ounces of fluid came away, and the child was easily 
delivered. It had talipes of both feet and a short left leg. 

Professor ALFRED SmitH said the history of the case of large placenta was not 
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a typical syphilitic history. The typical history was first a dead child in the fifth 
month, then a dead child in the seventh month, then a dead child at full term. 
Possibly afterwards a child would be born alive, then develop a rash and die. 
Whereas in the case before us all four children were born alive at full term, none 
of them developed any syphilitic rash. He pointed out the possibility of an error 
in diagnosis, 

Dr. Tweepy said that when bringing out the second edition of his book he 
found there was very little literature concerning syphilis in the placenta among 
British writers. In fact the case before them was the first of the kind that had been 
brought before the Academy. He regretted to say that the Rotunda Pathological 
Laboratory had added nothing to the general information on the subject, and he 
thought it was probably the first time in Dublin that anybody had gone to the 
trouble to tease out chorionic villi and look for themselves for what had been 
reported by foreign writers as occurring in syphilitic placente. It would be most 
important if they could definitely take up a placenta and say that the woman had 
syphilis or that the child was syphilitic. He had always had the greatest fear in 
saying anything of the kind. He had enquired as to former pregnancies, and 
formulated a halting theory of his own in accordance with the history. But if 
they could say, “Here is a placenta that weighs a certain proportion to the weight 
of the child,” and could say it was syphilitic, they had gained an enormous point. 
The French writers said it could be done, and he believed it could be. If they 
saw a dropsical woman, and found a big placenta, they need not necessarily say it 
was syphilitic. If they saw a woman without anasarca, and found an enormous 
placenta, the French writers said that was definitely syphilitic. There was a 
very remarkable resemblance between the villi in the specimen before them and 
in the villi of an undoubtedly syphilitic placenta. Some English writers stated 
that clubbing of the villi and the obliterating inflammation of the vessels was 
not pathognomonic of syphilis, but the specimens showed a typical condition 
resembling a known syphilitic placenta. He had previously been under the 
impression that a syphilitic placenta was small, greasy and shrivelled, and it 
had been a revelation to him, in writing his second edition, to find that a big 
placenta was even associated with syphilis. They did find the small placenta 
associated with syphilis, but when they did he thought the child was always dead 
and macerated. When they found a living foetus they got, he thought, the very large 
placenta. With regard to the specimen of hydrocephalus with the catheter stuck 
in the spinal cord, he had seen pictures with fluid spouting out the moment a hole 
was put in the spine, and that was the idea he had in his mind of what would have 
occurred. It was worth remembering that when they had difficulty with the after- 
coming head, it was always wise to palpate and see the condition of affairs, though 
it was not always easy to do so. 

The PresipEnt said he thought it was Dr. Ballantyne, of Edinburgh, who advised 
the method of relieving hydrocephalus by puncture of the spinal canal. If he (Dr. 
Ballantyne) was also responsible for the picture of the spouting catheter, referred to 
by Dr. Tweedy, it probably had reference to external hydrocephalus; and he 
wondered if in the case before them it was not internal. With regard to the 
syphilitic placenta, he thought it was too optimistic to say that they could diagnose 
the condition by the percentage of weight. There must be other factors, and though 
in a large number of cases their attention might be drawn to the condition by the 
proportion, he did not think they could take it as an absolute guide. The section 
under the microscope was very similar to that shown by Professor Whitridge 
Williams in his work on obstetrics. 

Dr. FREELAND, in reply, said the case from which he had prepared the teased 
specimen had only come into his hands two days previously. The child was born 
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alive, but only lived a few minutes. It only weighed three and a half pounds, 
while the placenta weighed two pounds. The liver weighed one-sixth, instead of 
one-thirteenth, of the body-weight. The child had ascites and typical epiphyses at 
the knee. It only lived a few minutes. The mother’s first child was born two years 
ago, and was living and perfectly healthy. She herself had never had any 
symptoms of syphilis, but he had not seen the husband. He did not know if the 
hydrocephalus was internal or external, but they would open the head later and see. 

Subsequent examination showed internal hypdrocephalus. The catheter passed 


into the posterior extremity of the left lateral ventricle, through about one-quarter 
inch of brain substance. 


Dr. Spencer SHEILL read a paper on 
SOME SUCCESSES AND SOME FAILURES FROM MY CASE BOOK, 

Professor ALFRED SMITH said the statement, that the treatment of abortion should 
be more expectant than operative, put the case in a nutshell. But they had to put 
before the every day practitioner some rule to guide him as to which treatment to 
adopt. His own rule was to prescribe rest if there was slight hemorrhage. If 
there was intermittent pain and hemorrhage with dilatation, then operate. He 
might mention a drug that was a great help in relieving contractions of the uterus— 
two tabloids of */,,, grain atropine dissolved in a small quantity of sterilized water 
and soaked in a small tampon of sterilized gauze and placed in the posterior 
cul-de-sac. He believed there was a distinct place for the induction of labour in 
midwifery. Some one had found that the diminution of carbohydrates and fluids in 
the dietary diminished the size of the child materially. There was no more difficult 
problem than to determine the date of birth. Even in the lower animals the varia- 
tions were very great; each individual seemed to be a law unto itself. 

Dr. FREELAND said, in reference to the use of scopolamine morphine, they saw in 
the Rotunda in the course of a year, cases of prolonged labour that got no 
anesthetic, and yet delivered themselves normally, and had serious post partum 
hemorrhage. If they had got scopolamine it is possible they would have blamed this 
for the hemorrhage. As to the other bad results, they did not see any in their 
series of 100 cases, and he wondered if it was the preparation of the drug that had 
to do with it. He thought the bad results reported from the Continent were due 
to the large doses given. If moderate doses were given, '/,,, of a grain, and 
repeated once or at the most twice, he did not think they would see so many cases 
of mania. 

Dr. Tweepy said it was generally thought in Dublin that contracted pelvis was 
rare, yet Dr. Sheill counted his cases in numbers. As to the induction of premature 
labour, it was unjustifiable in well-trained men. He did not say that conditions 
might not arise in which induction might be necessary, but he thought Dr. Sheill 
gave his case away when he stated that one could not be sure of the date of birth 
within a range of one to three weeks, and yet said he induced labour the thirty-fourth 
week, when confessedly he did not know within three weeks as to when the woman 
was up to full term. When he (Dr. Tweedy) heard of great successes after 
induction of premature labour, he wondered how the pelvis had been measured. The 
man who did not measure would have better success than a man who measured with 
a Skutch’s pelvimeter. He had given induction a fair trial for a year and a half, 
and the foetal mortality worked out over 50 per cent. when cases were accurately 
measured, In the Queen Charlotte’s Hospital it worked out at 11 per cent., but they 
measured the pelvis by passing two fingers into the vagina and calculating the size 
of the inlet. No accuracy could be obtained by a diagonal conjugate measurement. 
When Dr. Sheill said he knew the proportion between the head and the pelvis he 
wondered did he give the patient an anesthetic once a week. If he did not, he 
could tell him that it was absolutely inaccurate to base any prognosis on the 
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supposed proportion of the head to the pelvis. The treatment for threatened 
abortion or abortion was to leave the case to nature. Treat every case as threatened, 
and if it was inevitable, the woman would deliver herself naturally in nineteen 
cases out of twenty. It was only the rare case of abortion that required treatment 
at all. Ninety out of a hundred married women would be found to have had 
abortions without a doctor or nurse present. His rule was only to act if dangerous 
symptoms arose; if she was bleeding so hard that she would die, then by all means 
empty the uterus: whether it was threatened or inevitable abortion they had to 
save her life. Dr. Sheill objected, in cases of contracted pelvis, to the modern 
operations of pubiotomy or hysterotomy. He (Dr. Tweedy) thought the day had 
arrived when the general practitioner should perform pubiotomy. He had performed 
it nine times, and, save in the first case, when he did not understand the operation, 
all his patients had recovered uninterruptedly. The one complication he had had 
was hemorrhage in two cases, but it was absolutely easy to control. Hemorrhage 
was due to faulty technique. He was absolutely convinced that if there was 
hemorrhage, the operator had made a mistake, as happened in his two cases. Dr. 
Sheill had alluded to the importance of estimating the total amount of urea in the 
urine, but it was worthless to test the urea in the urine, and to leave it unestimated 
in the feces. He thought prophylactic version the worst of all treatments for 
contracted pelvis: it had proved disastrous in his hands as far as the life of the 
child went. 

Dr. Trevor Smitn said he remembered seeing several cases of induction of 
premature labour all of which were successful, and upon one of the patients 
pubiotomy was afterwards done with the result that the mother was crippled for 
life, at least so he was informed. 

The Presipent said Sir William Smyly taught the elimination of the word 
“inevitable” from the classification of abortion, and he thought that teaching was 
universally accepted. The question that did arise was whether the patient had lost 
as much blood as she could afford to lose, or if the ovum was in an unsafe condition. 
Dr, Tweedy had a very considerable experience of pubiotomy on which to found his 
opinion, but other authorities held a different opinion. Induction was not a perfectly 
safe treatment. The operation offered a very easy route to the infection of the 
uterus. Could pubiotomy be regarded as relatively safer? As to its ease there could 
be no doubt. Post-puerperal examination of lying-in women was, he was inclined to 
think, practised by a considerable number, though the desire to practice it was 
limited by the wishes of the patient, and, in cases of large maternities, by the time 
involved. 

Dr. Spencer SHEILL, in reply to Dr. Tweedy, said that it. was true that contracted 
pelves were not very common in Dublin, but that a number of his cases had been 
sent to him from various parts of Ireland. He said that although no operation 
could be said to be absolutely safe, he had never had or seen a case of induction 
go wrong. But he had never used the bougie method in private practice. He could 
start labour in practically all cases by tightly plugging the cervix with iodoform 
gauze, of course with all antiseptic precautions. Regarding the foretelling of the 
date of birth, Dr. Tweedy must have forgotten that he (Dr. Sheill) had said “that 
we could not be sure of the date within from one to three weeks, except when a 
bi-manual examination was made between the sixth and ninth weeks of gestation, 
when we could tell within two or three days.” He always insisted upon this 
examination in these important cases. By accurate measurement he did not mean 
counting on his finger, but measuring as accurately as it was possible, using a good 
quality pelvimeter. He had used the Skutch in five cases, two under anesthetic. 
They were all definitely contracted, but some in minor degree. Dr. Sheill did not 
object entirely to the operations of Caesarean section and pubiotomy by any means; 
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but he did not lean to the other extreme of condemning induction of labour. Both 
methods had their good points, the latter being invaluable in the hands of the able 
practitioner. He could not agree with Dr. Tweedy that pubiotomy was to be 
considered a safe operation in the hands of general practitioners. In reply to 
Professor Smith, dietary reduced the size of the child, but not the hardness of the 
head. With reference to Dr. Tweedy’s opinion of the treatment of abortion cases, 
Dr. Sheill said that he could not permit all his cases to terminate by natural means— 
only those at the top of the tree of fame could assume an air of ‘masterful 
inactivity.” He preferred to assist nature in all bad cases rather than weaken his 
patients by continued hemorrhage. He did not like unnecessary vaginal manipulation 
in threatened abortion. His practice was to use belladonna or belladonna and 
morphia in the form of suppositories per rectum. He could not agree with leaving 
abortion cases to nature when they had gone to the extent of bad haemorrhage. 
There were instances where the finger or curette, or expression, were absolutely 
necessary. Regarding scopolamine in labour cases, he said there appeared to be a 
general tendency to an increase of hemorrhage where scopolamine had been used. 
Speaking of the estimation of urea excreted in pregnancy, Dr. Sheill insisted that it 
was not a useless procedure testing the urine alone, whilst omitting to test the faces. 
It was a well known clinical fact that, disregarding the feces, when the total urea 
in twenty-four hours fell much below normal—even without marked symptoms in the 
patient—trouble was threatening ; and treatment with a view to raising the quantity 
of urea excreted, or to reduce the intake, almost invariably staved off complications 
or perhaps even prevented eclampsia. Dr, Sheill returned thanks to the Section for 
the reception they had accorded his paper. 
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REVIEWS OF RECENT BOOKS. 


MepicaL Etiquette. By Dr. George Surbled, Paris. Translated by W. P. Grant, 
M.B. London: Sherratt & Hughes. Pp. 280. Price 5/- net. 

The secondary title of this volume is “A Handbook of Medical Deontology,” a 
word which has been coined to express the science of duty. The standard of medical 
ethics set by the author is an ideal one and inspired by the highest motives. The 
interest of the patient is imsisted upon again and again as the mainspring in the 
working relationship between the doctor and patient in all its bearings. A critic 
might perhaps accuse Dr, Surbled of trying to achieve the impossible, and might be 
tempted to wonder whether the practice of medicine if guided by his principles would 
not be elevated into the realms of pure altruism. 3 

It is exceedingly interesting to note the differences in ethical ideas between 
ourselves and our French confréres. For instance it appears that Dr. Surbled 
considers it perfectly right for a doctor to accept commission if he sends a patient 
to an instrument maker to purchase necessary apparatus (p. 64), but he strongly 
disapproves of the acceptance of commissions from the proprietors of private asylums 
and nursing homes. The practice of dichotomy or the sharing of fees between the 
general practitioner and specialist—a practice which apparently flourishes in France— 
is also strongly condemned. 

One rises from the perusal of the book with a sigh that human nature is frail 
and competition strenuous. But it is a book which we might all read with advantage, 
and which will put some heart into us when summoned in the thick of a winter night 
to the bedside of the patient who we know will never pay. 


A Practicat Guipe To THE Newer Remepies. By J. M. Fortescue-Brickdale, M.A., 
M.D. (Oxon.), Assistant Physician to the Bristol Royal Infirmary. Bristol : 
John Wright and Sons, Ltd. London: Simpkin, Marshall, Hamilton, Kent & 
Co., Ltd. Pp. 278. Crown 8vo. 5/- net. 

This work gives the practitioner just the information which he requires as to the 
merits and risks of the newer remedies, so far as time has enabled their value to be 
tested. It is particularly useful in that matter which would otherwise be difficult of 
access is collected together into a small and handy compass. 

The author does not deal with secret remedies or patent medicines but solely with 
those drugs the composition of which has been more or less accurately ascertained. 
The chemical formula is given when possible and the pharmacological action and 
clinical effects so far as they are known are briefly described. 

There are eight chapters in all and in five of these drugs are collected together 
according as they act on the intestines, the circulation, or as hypnotics, anesthetics 
and antipyretics. 

The chapter on anesthetics is restricted to a careful consideration of direct local 
anesthesia, spinal analgesia, and general analgesia and amnesia by hypodermic 
injection. In this last section the author draws attention to certain risks attending 
the use of scopolamine-morphine in labour and provides statistics showing not 
only that there are various contra-indications from the point of view of the mother, 
but also that about 20 per cent. of the children are born with more or less severe 
respiratory depression, ; 

The book is decidedly valuable and its usefulness is enhanced by numerous 
references to original papers. It is well printed and bound, 





